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Diabetics  don't  give  up  on  Braille 


by  Allan  Nichols 


Allan  Nichols,  a  long-term  diabetic, 
tells  of  his  experiences  with  diabe- 
tes and  Braille.  He  explains  how 
.and  wtiy  diabetics  should  be  per- 
sistent when  learning  Braille.  Allan 
Nichols  is  a  "doer"  and  his  story  is 
inspiring. 

If  you  are  a  long-term  insulin-de- 
pendent diabetic  like  I  am,  and  you 
have  attempted  to  learn  Braille,  you 
may  have  said  to  yourself,  "Oh,  I 
can't  learn  Braille,  my  fingers  aren't 
sensitive  enough."  Unless  there  is  a 
substantial  loss  of  feeling  in  one's  fin- 
gertips, there  is  hope  for  at  least 
some  diabetics  to  be  able  to  use 
Braille. 

I  can't  speak  for  everyone,  but  I 
can  relay  my  own  experience  and 
give  some  tips  that  I  use  to  read 
Braille,  which  may  help  those  with 
this  problem. 

Long-term  diabetics  often  have  a 


condition  known  as  "diabetic 
neuropathy",  a  circulatory  problem 
causing  many  of  the  complications 
that  we  diabetics  might  encounter. 
Neuropathy  causes  not  only  insensi- 
tivity  in  the  fingertips  and  toes,  it  also 
causes  blindness,  kidney  failure, 
heart  attacks,  and  other  related  medi- 
cal problems.  I  have  been  a  diabetic 
for  over  25  years  and  have  suffered 
several  of  these  complications. 

In  1964,  at  the  age  of  13,  I  was  di- 
agnosed as  having  diabetes.  It 
wasn't  until  I  was  22  years  old  that  1 
began  noticing  the  first  complications 
of  diabetes. 

The  first  complication,  diabetic  ret- 
inopathy, began  with  a  hemorrhage 
in  my  left  eye.  Then  four  years  later, 
after  some  photocoagulation  treat- 
ments on  both  eyes,  including  laser 
and  xenon  light,  1  lost  most  of  my  vi- 
sion. 

I  was  first  introduced  to  Braille  in 
July,  1978  at  The  Allan  H.  Stuart 
Camp  for  the  Blind  and  Visually 
Handicapped  located  on  Casper 
Mountain  near  Casper,  Wyoming. 
Camp  lasted  for  two  weeks,  and  I 
was  able  to  learn  grade  one  Braille, 
as  well  as  other  alternative  tech- 
niques of  blindness. 

At  that  time,  I  had  reasonably 
good  tactile  feeling  in  my  fingertips 
and  was  able  to  pick  up  this  skill  fairly 
quickly  even  though  I  didn't  think  so 
at  the  time.  My  expectations  of  my 
ability  to  pick  up  Braille  in  such  a 
short  time  were  a  bit  naive  and  inflat- 
ed. 

At  camp  I  used  jumbo  Braille, 
which  enabled  me  to  understand  the 
makeup  of  the  cells  easier.  Later  I 


was  introduced  to  the  regular-sized 
Braille  text  with  which  I  thought  I 
would  have  trouble.  Now,  it  seems  to 
have  been  just  a  matter  of  experi- 
ence. 

Also  at  that  time,  I  didn't  see  the 
true  benefits  of  learning  Braille,  other 
than  the  ability  to  play  cards  again 
which  I  had  missed  doing  with  my 
wife  and  friends.  About  once  a  week, 
we  got  together  to  just  unwind  and 
have  fun  with  our  card  games. 

After  I  learned  to  read  grade  one 
Braille,  I  slowly  began  increasing  my 
reading  speed  on  the  cards  until  I 
was  able  to  read  nearly  as  fast  as  I 
had  before  I  lost  my  eyesight.  How- 
ever, my  main  motivation  was  still  lit- 
tle more  than  the  ability  to  play  cards. 

After  being   blind  for   about  ten 
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months,  I  began  having  problems 
with  swelling  in  my  ankles,  a  sign  of 
kidney  disease  as  I  found  out  later. 
By  April,  1979,  I  was  rather  sick  due 
to  kidney  failure.  By  June  I  had 
gained  25  pounds  from  fluid  retention 
due  to  the  inability  of  my  kidneys  to 
(Continued  on  page  2) 
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function  properly. 

Lootsing  at  it  In  retrospect,  it  is 
scary  to  think  that  I  almost  died  of 
congestive  heart  failure.  This  condi- 
tion is  caused  by  the  improper  filter- 
ing of  blood  through  the  kidneys. 

During  this  time,  I  did  little  more 
than  exist,  although  I  was  running  a 
small  coffee  shop.  My  regular  work- 
ing hours  were  from  7:00  a.m.  to  3:00 
p.m.;  I  worked  only  in  the  mornings 
on  f^ondays,  Wednesdays,  and  Fri- 
days, and  dialyzed  in  the  afternoons 
1:00  p.m.  to  6:00  p.m. 

It  was  very  taxing  on  my  system, 
and  I  hated  the  whole  regime  of  the 
restricted  diet,  feeling  tired  all  the 
time,  the  severe  cramping  while  on 
dialysis,  not  to  mention  the  fact  that 
my  doctors  treated  me  like  a  child. 
Also,  I  gained  too  much  weight  be- 
tween dialysis  sessions. 

After  almost  dying  a  couple  of 
times  because  my  blood  sugar  and 
potassium  levels  were  too  high,  I  de- 
cided that  there  must  be  a  better  way 
to  live  than  the  way  I  was  doing  it. 

After  some  careful  investigation 
and  evaluation,  I  went,  in  June,  1980, 
for  a  kidney  transplant.  I  told  myself 
and  several  other  people  that  it  would 
be  better  to  die  on  the  operating  ta- 
ble in  the  pursuit  of  a  good  kidney 
than  to  continue  the  agonizing  way  I 
was  living.  It  turned  out  to  be  one  of 
the  wisest  decisions  that  I  have  ever 
made.  If  I  had  it  to  do  over  again, 
even  with  the  problems  that  I  en- 
countered then  and  since,  I  would  go 
through  it  all  again.  Despite  some 
complications  after  the  transplant,  I 
now  had  a  good  working  kidney. 
And,  for  the  first  time  in  a  long  while,  I 
felt  human  again. 

Even  anti-rejection  medication  for 
the  transplant  was  not  without  its  own 
complications.  Shortly  after  my  oper- 
ation, I  noticed  that  I  was  losing  the 
feeling  in  my  toes.  Despite  this  con- 
cern, I  was  able  to  put  my  life  back 
together.  However,  about  five  weeks 
after  leaving  Bishop  Clarkson  Memo- 
rial Hospital  in  Omaha,  Nebraska,  I 
had  to  return  for  three  weeks  when 
one  of  my  old  kidneys  became  infect- 
ed; it  had  to  be  removed. 

At  this  point,  I  had  several  things 
going  against  me  which  might  have 
reduced  my  circulation.  First,  my  dia- 
betes continued  to  be  a  factor.  Sec- 
ond. I  had  just  spent  a  year  on  renal 
dialysis  with  all  of  its  complications, 
not  to  mention  all  of  the  surgeries  in- 
volving anesthesia  and  pain  killers. 
Finally,  there  was  a  new  problem  of 
which  I  was  ignorant  for  several 
years.  That  was  the  problem  of  the 
anti-rejection  medications,  pred- 
nisolone and  Immuran.  Prednisolone, 
which  is  similar  to  prednisone,  a  ste- 
roid, was  given  to  me.  I  was  the  first 
patient  to  use  it  to  prevent  kidney  re- 
jection. It  offered  the  benefit  of  not  al- 
lowing calcium  to  leak  from  my 
bones. 

There  is,  however,  a  complication 


with  these  drugs.  Recently  I  listened 
to  some  articles  about  transplantation 
in  the  Voice  of  the  Diabetic,  and  I 
discovered  that  we  transplant  pa- 
tients have  a  greater  risk  of  amputa- 
tion. 

Sure  enough,  I  was  one  of  the  un- 
fortunate ones  to  be  faced  with  not 
one  but  two  amputations  of  my  feet, 
which  developed  after  two  separate 
incidents  of  infected  sores  on  them. 

The  first  one  took  place  in  1981, 
when  my  right  foot  was  amputated. 
The  next  one  took  place  in  1987,  be- 
ginning with  a  series  of  amputations 
of  toes  of  my  left  foot,  resulting  in  the 
loss  of  the  lower  part  of  my  leg  up  to 
about  six  inches  below  my  knee.  I 
now  have  a  matched  set  of  stumps 
and  use  two  artificial  legs. 

During  this  time  of  health  prob- 
lems, I  had  a  lot  of  time  on  my  hands. 
Since  the  coffee  shop  where  I  had 
been  working  closed  due  to  its  bad 
location,  I  decided  that  with  all  of  this 
time  I  would  teach  myself  to  use 
grade  two  Braille. 

I  got  some  beginning  textbooks 
from  Services  for  the  Visually  Handi- 
capped here  in  Cheyenne  and  began 
to  work  on  it  without  an  instructor. 
The  pace  was  slow  because  of  the 
problems  associated  with  my  neurop- 
athy, and  I  was  only  able  to  work  on  it 
for  short  periods  of  time,  before  the 
Braille  characters  would  seem  to  just 
mush  together. 

If  I  hadn't  had  so  much  unfilled 
time,  I  might  have  given  up  on  the 
whole  project.  But  I  wanted  to  be 
able  to  read  some  magazines  I  had 
received  from  National  Geographic 
and  Guideposts. 

I  found  that  I  had  to  have  patience 
with  myself  so  that  I  could  learn 
Braille.  I  made  several  starts  and 
stops.  There  were  times  when  I 
would  read  a  lot  and  times  I  would 
not  read  at  all.  During  this  time,  I  be- 
gan to  realize  what  advantages 
Braille  offered,  not  only  to  read  it,  but 
to  write  it. 

I  began  to  use  the  slate  and  stylus 
which  were  given  to  me  at  the 
Casper  Mountain  Camp  where  I  had 
first  learned  to  use  Braille. 

At  the  time  I  used  Braille  for  little 
more  than  phone  numbers  and  short 
notes. 

All  this  time  on  my  hands  also  al- 
lowed me  time  to  think,  especially 
about  how  I  wished  I  could  be  work- 
ing at  a  satisfying  job  again.  I  knew 
that  if  I  was  ever  to  work  again,  espe- 
cially in  a  job  I  would  be  satisfied 
with,  I  would  have  to  learn  the  alter- 
native techniques  of  coping  with 
blindness.  Braille  would  have  to  be 
high  on  the  list  of  priorities,  so  that 
when  I  went  back  to  college,  I  could 
take  my  own  notes.  At  that  point,  I 
was  introduced  to  the  students  and 
staff  of  the  Colorado  Center  for  the 
Blind  (CCB)  in  Denver,  at  a  conven- 
tion of  the  Wyoming  National  Federa- 
tion of  the  Blind. 

I  had  been  a  member  of  the  NFB 
since  1983,  but  I  didn't  really  appreci- 
ate all  of  the  benefits  that  I  could  gain 
from  such  an  affiliation. 


Talking  with  Dian  McGeorge,  di- 
rector of  the  Colorado  Center  for  the 
Blind  and  President  of  the  Colorado 
affiliate  of  the  National  Federation  of 
the  Blind,  and  others  convinced  me 
that  I  could  gain  the  necessary  skills 
that  I  needed  to  compete  on  equal 
terms  with  my  sighted  counterparts 
at  college  and  in  the  job  market. 

It  took  a  lot  of  haggling  with  the 
Wyoming  rehabilitation  agency  coun- 
selors but,  in  February  of  1989,  I  be- 
gan attending  the  Colorado  Center 
for  the  Blind  in  Denver. 

The  changes  made  in  the  lives  of 
those  fortunate  enough  to  attend 
such  a  facility  are  dramatici  Besides 
the  training  in  cane  travel,  daily  living. 
Braille,  and  using  the  computer  for 
the  first  time,  we  engaged  in  special 
activities  such  as  cross-country  ski- 
ing and  a  six-week  course  in  techni- 
cal rock  climbing. 

I  began  feeling  good  about  myself 
as  a  blind  person.  Using  Braille  be- 
gan to  make  some  sense  when  it 
came  to  using  it  in  everyday  life. 

I  began  using  it  to  make  grocery 
lists;  to  balance  a  checkbook  and  to 
take  messages  at  the  apartments 
and  at  the  center.  Using  Braille  more 
increased  my  reading  speed. 

I  was  really  enjoying  my  training  at 
the  CCB,  especially  attending  the 
convention  of  the  National  Federation 
of  the  Blind,  held  in  July,  1989  in 
Denver. 

My  whole  world  came  crashing 
down  at  the  close  of  the  convention. 
This  was  partly  due  to  the  walking  I 
did  during  the  convention  and  partly 
due  to  the  heat  during  this  time.  (It 
was  over  1 00  degrees  for  most  of  the 
week.)  At  this  time  I  developed  a  sore 
on  my  right  leg  where  my  stump  was 
rubbing  on  the  inside  of  my  artificial 
leg.  The  sore  became  infected,  and 
soon  I  was  unable  to  put  on  my  right 
prosthetic  leg.  I  ended  up  having  to 
spend  more  time  in  the  hospital  and 
had  several  setbacks  before  I  could 
resume  my  training  at  the  CCB. 

Again,  I  had  more  time  on  my 
hands.  I  had  to  use  a  wheelchair  or  a 
walker  to  get  around.  This  time  I  was 
determined  to  make  the  best  use  of 
my  time  by  earnestly  working  on  my 
Braille. 

To  become  more  proficient  in 
Braille,  I  began  to  use  the  Perkins 
Brailler.  To  keep  up  both  my  Braille 
skills  and  my  spirits,  I  began  writing 
some  original  jokes  for  my  family  and 
the  students  and  staff  at  the  Colorado 
Center. 

I  found  that  using  the  Perkins 
Brailler  was  a  lot  faster  than  using  the 
slate  and  stylus,  although  they  both 
have  their  uses  at  different  times. 

I  also  got  some  Braille  material  to 
read,  although  there  is  precious  little 
found  in  Cheyenne,  Wyoming.  I  read 
my  first  two  books  just  for  pleasure, 
All  Quiet  on  the  Western  Front  and 
The  Bridge  at  Toko  Ri. 

I  made  some  discoveries  about 
how  I  could  increase  my  reading 
speed  and  comprehension.  These  in- 
cluded making  sure  that  my  diabetes 
was  under  control,  getting  regular  ex- 


ercise, (especially  before  trying  to 
read),  having  the  Braille  material  at 
the  right  level  to  facilitate  circulation, 
and  having  my  fingers  warm  enough. 

The  most  important  of  these  was 
keeping  my  blood  sugar  properly 
regulated,  for  my  most  effective  read- 
ing was  done  when  a  desirable  blood 
sugar  was  reached.  I  found  that 
keeping  my  arms  at  a  slightly  down- 
ward slant  while  reading  improved 
blood  circulation  to  my  hands.  I  also 
found  that  reading  in  a  warm  room  or 
warming  up  my  hands  after  being 
outside  during  cold  weather  helped 
me  with  character  recognition. 

My  leg  finally  healed,  enabling  me 
to  continue  my  training  at  the  CCB, 
so  in  mid-Octobf  I  re  irned  to  the 
Center  to  finish  n.,  train,,  .g  there. 

I  believe  that  the  whole  experience 
gave  me  more  of  an  appreciation  for 
the  abilities  I  possess  instead  of  wor- 
rying about  any  diminished  capacity 
that  I  might  have. 

I  graduated  from  the  Colorado 
Center  for  the  Blind  on  December  8, 
1989,  with  my  next  step  to  be  the 
continuation  of  my  college  training. 

Presently,  I  am  attending  Laramie 
County  Community  College  in  Chey- 
enne. I  plan  to  complete  my  Bache- 
lor's Degree  at  the  University  of  Wyo- 
ming in  Laramie  and  eventually  work 
toward  becoming  a  marriage  and 
family  counselor. 

It  has  been  my  experience  while 
taking  my  psychology  and  computer 
courses  that  Braille  is  an  indispens- 
able tool  for  me,  even  though  I  do 
use  the  talking  computer  for  some 
applications. 

When  it  comes  to  taking  my  own 
notes.  Braille  is  quite  valuable  in  the 
learning  process.  I  have  discovered 
that  just  the  procedure  of  typing 
Braille  notes  from  the  textbook  has 
enabled  me  to  comprehend  the  ma- 
terial more  easily  than  I  would  be 
able  to  if  I  were  merely  listening. 

Both  my  Braille  and  computer  key- 
boarding  skills  have  improved  while  I 
have  been  back  in  college.  I  have  not 
been  tested  on  my  typing  speed  late- 
ly, but  the  true  test  has  been  using 
both  skills  effectively  and  expediently. 
I  have  found  that  I  can  increase  my 
reading  speed  and  remember  all  of 
the  abbreviations  which  used  to  give 
me  trouble. 

My  typing  from  just  my  computer 
textbook  has  become  quite  a  volumi- 
nous pile  of  notes. 

Another  benefit  of  using  the  Per- 
kins Brailler  has  been  an  increase  in 
my  reading  speed  as  my  typing 
speed  increases.  I  believe  that  the 
two  are  interrelated. 

I  don't  know  how  fast  I  can  be- 
come in  my  reading  and  writing  of 
Braille,  but  I  know  that  I  wouldn't 
want  to  return  to  the  way  I  was  before 
I  learned  how  to  use  this  valuable 
tool.  I  would  urge  any  blind  person  to 
use  Braille  if  at  all  possible.  Espe- 
cially if  you  are  a  diabetic  and  have 
some  feeling  in  your  fingers,  be  sure 
you  use  it  or  you  will  lose  it. 
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Neuropathy  yes  —  Braille  yes 


by  Nancy  Scott 


Nancy  Scott  says  that  diabetics 
who  have  trouble  reading  Braille 
because  of  nerve  damage, 
shouldn't  give  up.  Nancy  is  a  long 
time  member  of  the  National  Feder- 
ation of  the  Blind,  and  knows  the 
importance  of  Braille. 

I  attended  a  Diabetics  Division 
seminar  at  last  year's  Pennsylvania 
NFB  convention.  I  have  both  friends 
and  relatives  who  are  diabetics,  so 
the  subject  is  of  particular  interest  to 
me.  One  of  the  pieces  of  advice  that 
Karen  Mayry  gave  me  was  so  helpful 
to  a  friend  of  mine,  that  1  thought  I'd 
share  the  story.  (Editor's  note:  Karen 
IVlayry  is  President  of  the  Diabetics 
Division  of  the  NFB.) 

Pauline  is  a  brittle,  juvenile  dia- 
betic who  lost  most  of  her  vision 
about  five  years  ago.  She  was  wise 
enough  to  take  some  important  steps 
in  her  quest  for  independence,  such 
as  getting  a  guidedog  and  learning 
some  basic  Braille  from  a  friend.  She 
used  a  course  from  the  Hadley 
School  (which  offers  free  correspon- 
dence courses  to  blind  people  in  a 
wide  range  of  subjects)  as  a  back- 
up. With  practice,  she  was  able  to 
write  phone  numbers,  shopping  lists, 
and  labels  fairly  easily. 

As  time  went  on,  problems  with 
neuropathy  and  the  multiple  finger 
sticks  for  blood  testing  made  it  more 
difficult  for  her  to  read  the  Braille 
which  she  could,  by  that  time,  easily 
write. 

I  asked  Karen  Mayry  if  anything 
could  be  done  and  she  suggested 
Jumbo  Braille.  Jumbo  Braille  is  the 


same  as  regular  Braille  except  that 
the  dots  are  farther  apart,  making  the 
Braille  cell  larger.  Another  friend  of 
mine  had  a  Jumbo  machine;  we  tried 
it,  and  it  worked  very  well. 

In  this  case,  the  story  had  an  even 
happier  ending  because  my  friend 
with  the  Jumbo  Braille  Writer  wanted 
to  return  to  regular  Braille.  (He  is  not 
diabetic).  We  simply  switched  their 
two  braillers,  and  everybody  was 
happy.  Pauline  is  now  working  on 
Grade  Two  Braille,  and  I  am  search- 
ing for  a  Jumbo  slate  for  her.  Pauline 
is  a  better  slate-user  than  I  am,  and 
I've  used  Braille  all  my  life.  I  guess 
she'll  be  teaching  me  some  things 
now. 

From  the  Editor:  Since  diabetes  is 
the  leading  cause  of  new  blindness 
in  the  adult  population,  there  are 
thousands  of  diabetics  who  become 
blind  each  year  due  to  diabetic  retin- 
opathy. Blindness  does  not  have  to 
be  the  great  tragedy  that  it  is  often 
considered  to  be. 

With  training  and  opportunity, 
blind  persons  can  learn  alternative 
techniques  so  that  they  can  remain 
independent,  active,  and  involved  in 
the  mainstream  of  society. 

Braille  is  easy  to  learn,  and  a  great 
asset  for  blind  persons.  Due  to  neur- 
opathy or  neri/e  damage,  some  dia- 
betics iose  feeling  in  their  fingertips, 
and  must  use  Jumbo  Braille,  which  is 
explained  in  the  above  article.  Some 
blind  diabetics  have  severe  neuropa- 
thy and  cannot  feel  the  Jumbo  Braille 
dots  very  easily,  if  at  all. 

For  those  unable  to  use  Braille, 
there  is  a  large  tactile  identification 
system  available.  It  doesn't  replace 
Braille,  but  it  is  a  good  alternative. 
Training  materials  cost  about  $25.00 
and  equipment  about  $40.00.  The 
approximate  total  cost,  about  $65.00, 
includes  cassette  instructions.  The 
cost  is  less  for  persons  not  requiring 
the  entire  unit.  Contact:  Fishburne 
Enterprises,  Inc.,  221  N.  Gordon  Dr., 
Winston-Salem,  NC  27104;  tele- 
phone: (919)  765-2928. 

If  you  are  legally  blind  and  can't 
read  normal-size  print  without  hold- 
ing the  book  very  close  to  your  eyes, 
then  you  should  learn  Braille.  Please 
feel  free  to  contact  the  National  Fed- 
eration of  the  Blind,  1800  Johnson 
St.,  Baltimore,  MD  21230;  phone: 
(301)659-9314. 


Simple  diabetes  test  plays 
genetic  detective 


A  new  genetic  test  could  make  the 
difference  between  a  medical  emer- 
gency and  prompt  diagnosis  of  type 
I,  or  insulin-dependent,  diabetes. 

The  onset  of  type  I  diabetes— a 
disease  in  which  the  body  fails  to 
produce  the  insulin  necessary  to 
properly  use  and  control  blood  sug- 
ar—occurs suddenly.  Its  symptoms' 
often  mimic  the  flu,  the  American  Dia- 
betes Association  notes.  If  not  prop- 


erly diagnosed  and  treated,  type  I  di- 
abetes can  lead  to  coma  and  death. 

Now,  medical  science  has  devel- 
oped its  own  early  warning  system 
for  those  with  family  histories  of  type 

For  families  in  which  one  child  is  a 

known  type  I  diabetic,  the  test  is  90 

percent    accurate    in    telling    which 

other    siblings    are    at    risk,    says 

(Continued  on  page  15) 


If  you  or  a  friend  would  like  to  remember  the  Diabetics  Division  of  the 
National  Federation  of  the  Blind  in  your  will,  you  can  do  so  by  employing 
the  following  language: 

"I  give,  devise,  and  bequeath  unto  Diabetics  Division  of  the  National 
Federation  of  the  Blind,  1800  Johnson  Street,  Baltimore,  Maryland  21230, 

a  District  of  Columbia  nonprofit  corporation,  the  sum  of  $ (or 

percent  of  my  net  estate"  or  "the  following  stocks  and 
")  to  be  used  for  its  worthy  purposes  on  behalf  of 


bonds: 

blind  persons. " 


Acceptance  is  key  to  a  full  life 


by  Robert  M.  Shornick 


You've  been  told  you  have  diabe- 
tes. "Why  me?  What  have  I  done  to 
deserve  this?"  you  mutter  to  yourself. 
The  news  is  frightening.  The  doctor 
called  it  a  "chronic"  disease.  Your 
handy  dictionary  shows  you  the  word 
"chronic"  has  synonyms  like  continu- 
ous, constant,  perpetual.  It  slowly 
sinks  in;  this  is  not  a  temporary  thing. 
It's  not  going  away.  There  will  be  no 
return  to  "just  as  I  was  before." 

That's  right,  you  won't  be  what 
you  were  before.  What  you  will  be 
depends  on  the  attitude  you  shape 
toward  this  turn  in  your  life.  The 
healthful  attitude  is  total  acceptance 
of  your  disease.  Here's  why:  Accep- 
tance is  the  platform  on  which  you 
build  proper  management  tech- 
niques that  lead  to  a  full  and  produc- 
tive life. 

Acceptance  is  based  on  the  un- 
derstanding that  many  of  the 
changes  life  imposes  upon  us  are 
beyond  our  control.  The  mating  deci- 
sions made  by  your  ancestors  were 
beyond  your  control.  You  didn't 
choose  your  parents,  and  they  didn't 
choose  theirs,  etc.;  however,  we  all 
are  products  of  the  genes  of  our  an- 
cestors. Through  the  generations, 
those  genes  have  passed  along  traits 
and  characteristics— some  good, 
some  not  so  good.  Diabetes  is  in 
large  part  hereditary. 

So,  your  family  tree  had  some 
branches  where  diabetes  prevailed. 
Something  in  your  life  happened  to 
bring  diabetes  to  full  bloom  in  you. 
That's  logical,  and  you  understand  it. 

From  that  point  of  understanding, 
you  move  to  the  realization  that  you 
have  choices  in  how  you  face  up  to 
this  disease.  The  right  choice  must 
be  the  one  most  likely  to  enable  you 
to  cope  with,  to  live  with,  this  unin- 
vited intruder.  Facing  up  realistically, 
facing  up  maturely,  involves 
"accepting  what  I  am  so  I  can  take 
charge  of  my  destiny." 

If  you  have  problems  with  accep- 
tance, fry  this.  Look  in  a  mirror  and 
say  these  words  aloud:  "I  have  dia- 
betes. At  present  there  is  no  cure  in 
sight,  but  it  can  be  managed.  When  I  - 
manage  my  diabetes,  I  can  lead  a  full 
and  productive  life.  Therefore,  I  will 
manage  my  diabetes  and  lead  a  full 
and  productive  life." 

You  may  run  into  two  distinct  reac- 


tions from  your  friends  and  acquain- 
tances—both extreme  ones. 

One  reaction  is  along  the  lines  of 
"Diabetes,  big  deal,  diabetes  is  like  a 
headache.  Take  a  pill,  get  plenty  of 
rest.  It's  really  nothing."  That  is 
wrong:  diabetes  is  considerably  more 
than  that. 

The  other  reaction  is  quite  the  op- 
posite: "Diabetes— oh,  you  poor 
thing.  You  shan't  be  here  long,  or 
you'll  lose  a  leg,  or  go  blind."  This  re- 
action is  based  on  inaccurate  knowl- 
edge about  the  disease.  The  diabetic 
is  vulnerable  to  complications,  but 
such  eventualities  are  far  from  cer- 
tain. 

So  if  you  are  newly  diagnosed, 
don't  be  thrown  off  balance  by  what 
people  may  say  to  you.  Most  people 
know  very  little  about  what  diabetes 
is  and  isn't.  Don't  let  well-intentioned, 
uninformed  people  cause  you  undue 
concern. 

You  can  go  from  a  newly  diag- 
nosed state  to  an  adjusting  state  to  a 
self-managed  state.  It  starts  with  ac- 
ceptance. 

(Note:  This  article  appeared  in  the 
summer  1988  issue  of  Exchange,  by 
the  ADA  of  Missouri.  It  is  old,  but  the 
information  provided  is  not.) 
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Imagine  there's  no  diabetes^ 


by  Noreen  Harmer 


Noreen  Harmer,  a  long-term  diabet- 
ic, "dreamed  that  she  would  wake 
up  one  day  and  not  have  diabetes 
anymore."  In  1983  she  had  a  pan- 
creas transplant  and  hasn't  taken 
an  Insulin  injection  for  more  than 
seven  years. 

"Every  day,  for  the  rest  of  your  life, 
you  will  have  to  take  a  shot  of  insu- 
lin," said  Dr.  Paul.  There  were  tears 
in  his  eyes. 

"Oh  no,  not  me!"  I  immediately 
stated.  Dr.  Paul  stood  quietly  for  a 
moment  while  my  life  changed  forev- 


"You  can  do  that  or  you  can  die," 
he  said  softly. 

There  was  a  split-second  hesita- 
tion. "I  bet  I  can  do  it,"  I  said  in  a 
voice  that  convinced  us  both. 

It  was  1 960.  I  was  fen  years  old.  I 
was  never  really  young  again.  It  was 
the  beginning  of  a  lot  of  responsibility 
and  the  limitation  of  choices.  Diabe- 
tes—a life  of  rules,  where  every 
mouthful  of  food,  every  game  of  jump 
rope,  every  infection,  every  response 
of  anger  or  joy  or  sadness,  every 
hour  of  every  day  must  be  calculated 
and  measured  against  each  other. 
These  factors  control  blood  sugar, 
which  controls  life. 

Over  the  years  I  performed  the 
tasks  of  measuring  food,  eating  on  a 
strict  schedule,  testing  my  urine  for 
sugar  and  giving  myself  injections— 
almost  always  with  a  positive  attitude. 
People  often  commented  on  how 
easily  I  had  accepted  my  condition. 
But  I  had  a  secret:  I  believed  that 
someday— somehow,  this  would  all 
be  over.  I  dreamed  I  would  wake  up 
one  day  and  not  have  diabetes  any- 
more. 

It  wasn't  quite  that  easy,  but  in 
1983,  after  twenty-three  years  of  liv- 
ing with  diabetes,  I  woke  up  after 
transplant  surgery  and  a  nurse  said, 
"Noreen,  it's  working,  the  pancreas 
is  working,  you  don't  have  diabetes 
anymore."  And  I  had  my  moment. 


Most  of  my  life  I  lived  with  the 
physical  and  psychological  limitations 
of  chronic  disease,  but  I  was  always 
searching.  Searching  for  reasons,  for 
better  methods  of  treatment,  for  peo- 
ple in  the  medical  field  who  believed 
there  was  another  way.  Searching  for 
a  cure. 

Pancreas  transplantation  is  a  cure 
for  diabetes.  Newspapers,  television, 
and  magazine  articles  have  stated 
many  times,  there  is  "no  cure  for  dia- 
betes." I  have  not  taken  an  injection 
of  insulin  for  nearly  seven  years.  My 
blood  sugar  remains  normal,  I  eat 
when  I  want  and  whatever  I  want. 
This  may  not  last,  I  could  reject  this 
organ  tomorrow,  but  at  ttiis  mo- 
ment—I am  cured. 

Life  is  incredible,  not  fair  or  easy 
but  incredible.  I  am  alive,  I  am  cured 
of  an  incurable  disease,  I  have  a 
healthy  teenage  son,  and  I  work  in 
the  same  hospital  where  I  was  first 
told  about  my  diabetes.  But  now,  I 
am  the  Diabetes  Educator  instead  of 
the  patient. 

In  1985  I  went  to  the  hospital  ad- 
ministrators with  a  plan  to  start  a  dia- 
betes education  program.  I  was  not 
an  R.N.  and  had  not  yet  completed 
my  degree  in  Health  Education,  but 
when  I  told  them  I  wanted  to  teach 
people  with  diabetes  how  to  take 
care  of  themselves  until  they  too 
could  be  cured,  they  believed  in  my 


dream.  With  support  from  the  staff 
and  community  I  developed  a  pro- 
gram to  educate  and  support  people 
with  diabetes  and  their  families.  Hun- 
dreds of  patients  have  helped  me 
learn  how  to  teach.  It  has  been  a  tre- 
mendous challenge  and  rewarding 
beyond  all  expectations. 

The  most  difficult  part  of  life  after 
transplantation  is  the  problems  that 
can  occur  from  the  immune  system 
being  kept  suppressed.  I  have  devel- 
oped two  viruses  which  continue  to 
linger  due  to  the  drugs  I  take  to  main- 
tain this  pancreas.  While  it's  some- 
times a  struggle  to  live  with  the  many 
unknowns,  the  other  option,  the  con- 
tinuation of  complications,  was  not 
what  I  would  choose  for  my  life.  I  was 
given  an  opportunity  that  few  have 
ever  had.  1  continue  to  savor  each 
moment,  to  search  for  new  and  better 
ways  to  help  people  learn  about  dia- 
betes while  the  search  for  the  cure 
continues. 

John  Lennon  sang  "Imagine 
there's  no  heaven."  To  change  his 
lyrics  a  little: 

Imagine  there's  no  diabetes, 

It's  easy  if  you  try. 
No  injections,  no  blindness. 

Eating  apple  pie. 

"You  may  think  I'm  a  dreamer 

but  I'm  not  the  only  one.  " 
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The  Federation  at  fifty 


An  address  delivered  by  Kenneth  Jernigan  at  the  Banquet  of  the  Annual  Con- 
vention of  the  National  Federation  of  the  Blind,  Dallas,  Texas,  July  5,  1990. 


Kenneth  Jernigan,  Executive  Direc- 
tor, National  Federation  of  the 
Blind,  gives  the  banquet  address  at 
the  50th  annual  convention  of  the 
Federation. 

If  the  engineers  of  1800  had  pos- 
sessed complete  drawings  for  a  tran- 
sistor radio  (one  that  could  be 
bought  today  for  $10),  they  couldn't 
have  built  it,  not  even  if  they  had  had 
billions  or  trillions  of  dollars.  They 
lacked  the  infrastructure— the  tools, 
the  tools  to  build  the  tools,  and  the 
tools  to  build  those;  the  plastics,  the 
machines  to  make  the  plastics,  and 
the  machines  to  make  the  machines; 
the  skilled  work  force,  the  teachers  to 
train  the  work  force,  and  the  teachers 
to  train  the  teachers;  the  transporta- 
tion network  to  assemble  the  materi- 
als, the  vehicles  to  use  the  network, 
and  the  sources  of  supply.  All  of  this 
is  generally  recognized,  but  it  is  far 
less  well  understood  that  what  is  true 
of  material  objects  is  also  true  of 
ideas  and  attitudes.  In  the  absence  of 
a  supporting  social  infrastructure  of 
knowledge  and  beliefs,  a  new  idea 
simply  cannot  exist. 

So  far  as  I  can  tell,  there  are  only 
three  possible  reasons  for  studying 
history— to  get  inspiration,  to  gain 
perspective,  or  to  acquire  a  basis  for 
predicting  the  future. 

In  1965  Dr.  Jacobus  tenBroek,  the 
founder  and  leader  of  our  movement, 
spoke  at  our  twenty-fifth  banquet,  re- 
viewing the  first  quarter  century  and 
charting  the  road  ahead.  We  were 
meeting  in  Washington,  and  more 
than  a  hundred  members  of  Con- 
gress were  present.  I  was  master  of 
ceremonies,  and  some  of  the  rest  of 
you  were  also  there.  Tonight  (twen- 
ty-five years  later)  we  celebrate  our 
Golden  Anniversary,  and  the  time  has 
once  again  come  to  take  stock. 
Where  are  we,  where  have  we  been, 
and  where  are  we  going? 

In  a  sense  the  history  of  our  move- 
ment begins  in  the  distant  past— in 
the  medieval  guilds  and  brother- 
hoods of  the  blind  in  Europe,  in  the 
tentative  stirrings  of  organization  in 
China,  and  even  earlier— but  the  Na- 
tional Federation  of  the  Blind  is  es- 


sentially an  American  product.  Its 
genesis  is  native.  Although  (as  we  all 
know)  Dr.  Jacobus  tenBroek  pre- 
sided at  the  founding  of  the  National 
Federation  of  the  Blind  in  1940  at 
Wilkes-Barre,  Pennsylvania,  he  had  a 
teacher  (Dr.  Newel  Perry),  who  laid 
the  foundations  and  served  as  pre- 
cursor. And  Dr.  Perry,  in  turn,  had  a 
teacher.  Warring  Wilkinson. 

Most  of  what  we  know  about 
Wilkinson  is  contained  In  the  eulogy 
which  Dr.  tenBroek  delivered  at  the 
time  of  Dr.  Perry's  death  in  1961,'  but 
our  knowledge  is  sufficient  to  tell  us 
that  Wilkinson  was  a  worthy  teacher 
of  the  teacher  of  our  founder.  He  was 
the  first  principal  of  the  California 
School  for  the  Deaf  and  Blind.  He 
served  in  that  capacity  for  forty-four 
years,  from  1865  to  1909.  He  not 
only  loved  his  students  but  also  did 
what  he  could  to  move  them  toward 
the  main  channels  of  social  and  eco- 
nomic participation.  Particularly,  he 
saw  the  potential  in  young  Perry, 
sending  him  from  the  California 
School  for  the  Blind  to  Berkeley  High 
to  complete  his  secondary  education. 
To  do  this  Wilkinson  (who  was  ahead 
of  his  time  both  in  his  understanding 
of  education  and  the  needs  of  the 
blind)  had  to  overcome  numerous 
obstacles. 

I  was  fortunate  enough  to  know 
Dr.  Perry,  meeting  him  when  I  moved 
to  California  in  1953.  He  was  then 
eighty,  and  he  spent  many  hours  with 
me  reminiscing  about  what  condi- 
tions for  the  blind  were  like  when  he 
was  a  boy.  He  came  to  the  California 
School  for  the  Blind  when  he  was 
ten  — "penniless,  blind,  his  father 
dead,  his  home  dissolved.  Two  years 
earlier  he  had  lost  his  sight  and 
nearly  his  life  as  the  result  of  a  case 
of  poison  oak,  which  caused  his  eye- 
balls to  swell  until  they  burst  and 
which  held  him  in  a  coma  for  a 
month."  It  was  at  the  School,  of 
course,  that  he  first  met  Warring 
Wilkinson. 

While  going  to  high  school  (from 
which  he  graduated  in  1892)  he  lived 
at  the  California  School  for  the  Blind. 
He  also  lived  there  while  attending 
the  University  of  California  from  1892 
to  1896.  His  admission  to  the  Univer- 
sity (as  had  been  the  case  with  high 
school)  had  to  be  secured  over 
strong  resistance.  Again,  Wilkinson 
was  the  pathfinder,  young  Perry  his 
willing  and  anxious  instrument. 
"Wilkinson's  role  in  Perry's  life  as  a 
youth  can  hardly  be  overestimated: 
father,  teacher,  guide,  supporter  — in 
Perry's  own  words,  'dear  Governor.'" 
After  graduating  from  the  Universi- 
ty, Dr.  Perry  devoted  himself  to  fur- 
ther education  and  to  the  search  for 
an  academic  job.  "He  took  graduate 
work  at  the  University  of  California, 
meanwhile  serving  successively  as 
an  unpaid  teaching  fellow,  a  paid  as- 
sistant, and  finally  as  an  instructor  in 
the  department  of  mathematics.   In 


1900,  following  a  general  custom  of 
that  day,  he  went  to  Europe  to  con- 
tinue his  studies.  He  did  this  for  a 
time  at  the  University  of  Zurich  in 
Switzerland  and  then  at  the  Univer- 
sity of  Munich  in  Germany.  From  the 
latter  he  secured  in  1901  the  degree 
of  Doctor  of  Philosophy  in  Mathemat- 
ics, with  highest  honors. 

"He  returned  to  the  United  States 
in  1902,  landing  in  New  York,  where 
he  was  to  remain  until  1912.  He  had 
about  eighty  dollars  in  capital,  a  first- 
class  and  highly  specialized  educa- 
tion, and  all  of  the  physical,  mental, 
and  personal  prerequisites  for  a  pro- 
ductive career— except  one,  eye- 
sight. 

"During  this  period  he  supported 
himself  precariously  as  a  private 
coach  of  university  mathematics  stu- 
dents. He  also  applied  himself  to  the 
search  for  a  university  position.  He 
displayed  the  most  relentless  energy. 
He  employed  every  imaginable  tech- 
nique. He  wrote  letters  in  profusion. 
In  1905  he  wrote  to  500  institutions  of 
every  size  and  character.  He  distrit> 
uted  his  dissertation  and  his  pub- 
lished article  on  mathematics.  He 
haunted  meetings  of  mathematicians. 
He  visited  his  friends  in  the  profes- 
sion. He  enlisted  the  aid  of  his  teach- 
ers. He  called  on  everybody  and  any- 
body having  the  remotest  connection 
with  his  goal. 

"Everywhere  the  outcome  was  the 
same.  Only  the  form  varied.  Some 
expressed  astonishment  at  what  he 
had  accomplished.  Some  expressed 
interest.  One  of  these  seemed  genu- 
ine-he had  a  blind  brother-in-law, 
he  said,  who  was  a  whiz  at  math. 
Some  showed  indifference,  now  and 
then  masked  behind  polite  phrases. 
Some  said  there  were  no  vacancies. 
Some  said  his  application  would  be 
filed  for  future  reference.  One  said 
ironically:  'For  what— as  an  encour- 
agement to  men  who  labor  under  dis- 
advantages and  who  may  learn  from 
it  how  much  may  be  accomplished 
through  resolution  and  industry?' 
Some  averred  that  he  probably  could 
succeed  in  teaching  at  somebody 
else's  college.  Many  said  outright 
that  they  believed  a  blind  person 
could  not  teach  mathematics. 

"Many  of  these  rejections  may,  of 
course,  have  been  perfectly  proper. 
Many  were  not.  Their  authors  can- 
didly gave  the  reason  as  blindness." 
Dr.  Perry  failed  not  because  of  lack 
of  energy  or  qualification  but  be- 
cause the  necessary  infrastructure  of 
attitudes  and  beliefs  did  not  exist  to 
allow  it  to  be  otherwise— so  he  did 
not  find  a  job  in  a  university.  Perhaps 
it  was  better  for  the  blind  (for  those  of 
us  gathered  here  tonight)  that  he  did 
not— but  for  him  what  pain!  What  ab- 
solute desolation  and  misery!  And  he 
had  to  face  it  alone— no  family,  no 
supporting  organization  of  the 
blind— only  himself  and  the  bleak 
wall  of  continuing  rejection  year  after 


year.  He  might  have  quit  in  despair. 
He  might  have  become  embittered. 
But  he  did  not.  Instead,  he  returned 
to  California  and  settled  down  to 
build  for  the  future.  If  he  could  not 
have  first-class  treatment  for  himself, 
he  was  absolutely  determined  that  at 
least  the  next  generation  of  the  blind 
would  not  be  denied. 

He  taught  at  the  California  School 
for  the  Blind  from  1912  to  1947-and 
day  after  day,  month  after  month, 
season  after  season  he  exhorted  and 
indoctrinated,  preached  and  pre- 
pared. He  was  building  the  neces- 
sary infrastructure  of  ideas  and  be- 
liefs. Those  who  were  his  students 
went  on  to  become  his  colleagues, 
and  as  the  number  grew,  the  faith 
was  kept.  There  would  be  a  state- 
wide organization  of  the  blind  in  Cali- 
fornia. It  did  not  happen  until  1934, 
but  when  it  came,  it  was  built  on  a 
solid  foundation.   And  there  would  ' 

also  be  a  National  Federation  of  the 
Blind— but  not  yet. 

Dr.  Perry  was  to  that  generation 
what  Warring  Wilkinson  had  been  to 
him.  In  the  words  of  Jacobus  ten- 
Broek, his  most  brilliant  student  and 
the  man  who  would  lead  the  blind  in 
the  founding  of  their  national  move- 
ment:  "We  were  his  students,   his  i 
family,  his  intimates,  his  comrades  on           * 
a  thousand  battlefronts  of  a  social         -^ 
movement.  We  slept  in  his  house,  ate 
at  his  table,  learned  geometry  at  his 
desk,  walked  the  streets  interminably 
by  his  side,  moved  forward  on  the 
strength  of  his  optimism  and  confi- 
dence." 

Dr.  tenBroek  graduated  from  Ber- 
keley High  School  in  1930  with,  as  he 
said,  "plenty  of  ambition  but  no  mon- 
ey." He  was  prepared  to  enter  the 
University  of  California  but  was  de- 
nied state  aid  to  the  blind,  a  program 
then  newly  instituted  as  a  result  of  Dr. 
Perry's  efforts  in  sponsoring  a  consti- 
tutional amendment,  which  had  been 
adopted  by  the  voters  of  California  in 
1928.  In  Dr.  tenBroek's  words,  "The 
reason  for  the  denial  was  not  that  my 
need  was  not  great.  It  was  that  I  in- 
tended to  pursue  a  higher  education 
while  I  was  being  supported  by  the 
state.  That  was  too  much  for  the  ad- 
ministrative officials.  Almost  without 
discussion.  Dr.  Perry  immediately 
filled  the  gap.  Just  as  Warring  Wilkin- 
son had  earlier  done  for  him,"  said 
Dr.  tenBroek,  "he  supplied  me  with 
tuition  and  living  expenses  out  of  his 
own  pocket  for  a  semester  while  we 
all  fought  to  reverse  the  decision  of 
the  state  aid  officials. 

"It  was,"  Dr.  tenBroek  said,  "ever 
thus  with  Dr.  Perry.  The  key  to  his 
great  influence  with  blind  students 
was,  first  of  all,  the  fact  that  he  was 
blind  and  therefore  understood  their 
problems;  and  second,  that  he  be- 
lieved in  them  and  made  his  faith 
manifest.  He  provided  the  only  sure 
foundation  of  true  rapport:  knowl- 
(Continued  on  page  8) 
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edge  on  our  part  that  he  was  genu- 
inely interested  in  our  welfare." 

So  the  new  generation  came  to 
maturity,  and  Jacobus  tenBroek  was 
to  be  its  leader.  Born  in  1911  on  the 
prairies  of  Alberta,  Canada,  he  was 
blinded  by  an  arrow  in  a  childhood 
game  and  moved  to  California  to  en- 
ter the  school  for  the  blind.  He  went 
on  to  earn  five  academic  degrees— 
from  the  University  of  California  at 
Berkeley  a  bachelor's  in  1934,  a 
master's  in  1935,  a  law  degree  in 
1938,  and  a  Doctorate  in  Jurispru- 
dence in  1940;  and  from  the  Harvard 
Law  School  a  Doctorate  in  Jurispru- 
dence in  1947.  There  Is  no  need  for 
me  to  talk  to  this  audience  about  Dr. 
tenBroek's  brilliance— his  learned  ar- 
ticles and  books,  his  chairmanship  of 
the  California  Board  of  Social  Wel- 
fare, his  scholarly  pre-eminence  and 
national  acclaim,  his  writings  on  con- 
stitutional law  that  are  still  the  authori- 
tative works  in  the  field.  Rather,  I 
would  speak  of  the  man— the  warm 
human  being  who  fought  for  accep- 
tance, led  our  movement,  and  served 
as  my  mentor  and  role  model— the 
man  who  was  my  closest  friend  and 
spiritual  father. 

When  Dr.  tenBroek  was  first  trying 
to  get  a  teaching  position  in  the 
1930s,  the  climate  of  public  opinion 
was  better  than  it  had  been  a  genera- 
tion earlier,  but  he  faced  many  of  the 
same  problems  which  had  con- 
fronted Dr.  Perry— and  sometimes 
with  identical  letters  from  the  same 
institutions.  "It  was,"  he  said,  "almost 
as  if  a  secretary  had  been  set  to 
copying  Dr.  Perry's  file,  only  chang- 
ing the  signatures  and  the  name  of 
the  addressee." 

Here  is  what  Dr.  tenBroek  wrote  to 
Dr.  Perry  in  March  of  1940.  At  the 
time  he  was  studying  at  Harvard: 

"Last  November  a  large  midwest- 
ern  university  was  looking  for  a  man 
to  teach  public  law.  Having  read  my 
published  articles  but  knowing  noth- 
ing else  about  me,  the  head  of  the 
department  in  question  wrote  a  letter 
to  the  University  of  California  inquir- 
ing whether  I  would  be  available  for 
the  position.  Cal.  replied  that  I  would 
and  accompanied  the  answer  with  a 
considerable  collection  of  supporting 
material.  However,  when  the  depart- 
ment head  learned  that  I  was  blind, 
the  deal  was  off  although  none  of  the 
competing  applicants  had  as  good  a 
paper  showing. 

"This  incident  seems  to  me  of  par- 
ticular interest  because,  although  I 
have  been  refused  other  jobs,  this 
was  the  first  instance  in  which  blind- 
ness could  be  traced  as  the  sole  ex- 
planation for  rejection.  Of  course,  in 
other  cases  blindness  was  also  the 
determining  factor,  but  the  fact  could 
not  be  demonstrated  as  well." 

There  were  other  letters  and  other 
rejections— but  on  June  8,  1940,  Dr. 
tenBroek  was  able  to  write  to  Dr.  Per- 
ry: 

"We  have  justification  for  hanging 


out  the  flags  and  ringing  the  bells.  I 
have  been  offered  and  have  ac- 
cepted a  job  at  Chicago  University 
Law  School.  The  job  pays  $1,800,  is 
denominated  a  half-time  position, 
and  lasts  for  only  a  year.  But  it  is  a 
job  nevertheless.  And  the  Harvard 
people,  who  exerted  no  end  of  pres- 
sure to  get  it  for  me,  regard  it  as  an 
excellent  opportunity.  The  position  is 
designated  'tutorial  fellowship'  and 
consists  in  supervising  the  research 
of  the  first-  and  second-year  law  stu- 
dents. It  involves  no  actual  classroom 
teaching,  except  possibly  by  way  of 
an  occasional  fill-in  job." 

This  was  how  Dr.  tenBroek  (the 
man  who  fifteen  years  later  was  to 
win  the  Woodrow  Wilson  Award  for 
the  outstanding  book  of  the  year  in 
political  science  and  who  was  always 
the  most  sought-after  professor  at  the 
University  of  California)  was  to  begin 
his  teaching  career.  Yet,  even  today 
there  are  sighted  people  (and  also 
some  of  the  blind— people  who 
ought  to  know  better)  who  tell  me 
that  the  blind  are  not  victims  of  dis- 
crimination. Yes,  the  tenBroek  job 
search  was  fifty  years  ago,  but  you 
know  and  I  know  that  we  have  not  yet 
come  to  first-class  status  and  equal 
treatment  in  society.  The  framework 
of  ideas  and  beliefs  to  make  it  possi- 
ble, though  long  in  the  building,  Is 
still  not  complete.  Warring  Wilkinson, 
Newel  Perry  and  his  students,  Jaco- 
bus tenBroek  and  the  founders  of  our 
movement,  and  the  Federationists  of 
succeeding  decades  have  worked 
year  after  year  to  improve  the  climate 
of  public  acceptance  and  make  op- 
portunity available  for  the  blind,  but 
the  job  is  not  yet  finished.  Each  gen- 
eration has  built  on  the  work  of  the 
one  before  it.  Each  has  fought  and 
hoped,  dreamed  and  drudged  for  the 
one  to  follow— and  also  for  the  blind 
then  alive. 

What  we  have  done  must  be  seen 
in  perspective;  for  no  act  of  the  past 
(no  gain  or  denial)  is  irrelevant,  and 
no  present  behavior  of  ours  can  be 
divorced  from  tomorrow.  We  are 
close  to  freedom,  and  we  must  finish 
the  journey. 

1940  was  notable  for  something 
else  besides  Dr.  tenBroek's  debut  at 
the  University  of  Chicago.  It  was  also 
the  year  of  the  founding  of  this  orga- 
nization. With  the  passage  of  the  So- 
cial Security  Act  in  1935  the  federal 
government  had  supplanted  the 
states  in  providing  assistance  to  the 
blind.  In  1939  Congress  and  the  So- 
cial Security  Board  combined  to 
pressure  the  states  having  the  most 
forward  looking  programs  (chief 
among  them  California  but  also 
Pennsylvania,  Missouri,  and  Wiscon- 
sin) to  repeal  their  progressive  laws. 
This  supplied  the  immediate  Impetus 
for  the  rarmation  of  the  Federation, 
but  of  course  the  momentum  had 
been  building  for  a  generation.  The 
event  occurred  at  Wilkes-Barre  on 
November  15  and  16,  1940,  coinci- 
dent with  the  convention  of  the  Penn- 
sylvania Federation  of  the  Blind. 

In  a  letter  to  Dr.  Perry  dated  No- 
vember 19,  1940,  Dr.  tenBroek  said 


in  part:  "The  confab  at  Wilkes-Barre 
gave  birth  to  an  organization,  the  Na- 
tional Federation  of  the  Blind— of 
which  you,  vicariously  through  me, 
are  president.  The  long-range  aims  of 
the  organization  are  the  promotion  of 
the  economic  and  social  welfare  of 
the  blind,  and  its  immediate  and  spe- 
cific aims  are  the  sponsorship  of  the 
principle  of  Senate  Bill  1766  and  an 
amendment  of  the  Social  Security 
Act. 

"Seven  states  were  represented  at 
the  organizational  meeting— Minne- 
sota, Wisconsin,  Illinois,  Missouri, 
Ohio,  Pennsylvania,  and  California. 
We  arrived  in  Wilkes-Barre  in  the 
middle  of  Friday  afternoon... 

"On  Saturday  morning,  while  the 
Pennsylvania  state  meeting  was  go- 
ing on,  I  had  several  back-of-the- 
scenes  conversations  with  Pennsyl- 
vania leaders...  In  the  afternoon...  we 
drew  up  a  skeleton  constitution, 
which  we  presented  to  a  meeting  of 
all  of  the  delegates  to  the  national 
meeting,  beginning  about  four 
o'clock  and  ending  about  the  same 
time  twelve  hours  later...  The  meeting 
was  interrupted  at  5:30  in  the  after- 
noon long  enough  to  give  the  other 
delegates  a  chance  to  eat  dinner, 
and  the  Pennsylvania  leader  (Gayle 
Burlingame)  and  me  a  chance  to  ap- 
pear on  the  local  radio,  where  we 
lambasted  hell  out  of  the  Social  Se- 
curity Board." 

On  January  4,  1941,  Dr.  tenBroek 
wrote  to  Dr.  Perry  concerning  the  de- 
tails til  getting  the  new  organization 
started.  "With  the  National  Federa- 
tion of  the  Blind  not  yet  two  months 
old,"  he  said,  "its  permanence  is  def- 
initely assured.  The  factor  guarantee- 
ing that  permanence  is  the  closely 
knit  nucleus  composed  of  Minnesota, 
Pennsylvania,  and  California.  We 
three  have  now  had  enough  experi- 
ence with  each  other  to  know  that  we 
can  make  a  go  of  it...  We  can  add  to 
this  trilogy  the  state  of  Wisconsin. 

"I  had  a  letter  from  Minnesota  yes- 
terday to  the  effect  that  they  are 
ready  to  pay  their  assessment  but 
that  they  wish  assurance  that  Penn- 
sylvania and  California  are  also  ready 
before  they  mail  their  check.  I  also 
had  a  letter  from  Pennsylvania  stating 
that  it  is  ready  but  wishes  assurance 
that  Minnesota  and  California  are 
ready.  I  have  written  to  both  of  these 
states  requesting  them  to  make  out 
their  checks,  payable  to  the  Trea- 
surer of  the  National  Federation,  and 
to  send  them  to  me,  with  the  stipula- 
tion that  I  shall  not  fonward  them  to 
the  Treasurer  until  I  have  the  dues 
from  each  of  the  states  of  California, 
Pennsylvania,  and  Minnesota.  Con- 
sequently, if  California  is  ready,  I  sug- 
gest that  you  follow  the  same  proce- 
dure..." 

But  the  new  president  did  not  limit 
himself  to  procedural  matters.  The 
Federation  immediately  assumed  its 
present-day  role  of  working  to  im- 
prove the  quality  of  life  for  the  na- 
tion's blind.  In  a  letter  to  Dr.  Perry 
dated  March  15,  1941,  President  ten- 
Broek described  the  efforts  he  had 
been  making  to  get  changes  in  the 


administration  of  public  assistance  to 
the  blind.  Here,  in  part,  is  what  he 
said: 

"After  a  week  in  Washington  I 
have  more  unsocial  exchange  to  re- 
port than  specific  accomplishment... 
Gradually  working  our  way  upward, 
Gayle  Burlingame  and  I  first  pre- 
sented our  case  to  Jane  Hoey,  direc- 
tor of  the  Bureau  of  Public  Assis- 
tance, and  her  associate,  a  lawyer 
named  Casius.  Next  we  went  to  Os- 
car Powell,  executive  director  of  the 
Social  Security  Board;  and  finally  to 
Paul  V.  McNutt,  administrator  of  the 
Federal  Security  Agency.  Hoey  is 
simply  another  social  worker  of  the 
familiar  type  but  with  a  higher  salary 
than  most.  Casius  has  lost  none  of 
his  qualities  since  Shakespeare  de- 
scribed him,  except  that  his  wit  has 
been  sharpened  by  a  little  legal  train- 
ing. Powell  is  a  very  high  calibre  man 
with  a  fine  sense  of  argumentative 
values,  a  considerable  store  of  good 
nature,  and  unusual  perception.  He 
simply  is  not  a  believer  in  our  funda- 
mental assumptions.  McNutt,  on  the 
other  hand,  is  a  lesser  Hitler  by  dis- 
position and  makes  our  California  so- 
cial workers  look  like  angels  by  com- 
parison. 

"Hoey  and  Powell  had  argued  that 
the  new  ruling  of  the  Board  did  not 
necessarily  result  in  a  reduction  of  a 
recipient's  grant  by  the  amount  of  his 
earnings  or  other  income.  McNutt 
took  the  position  that  it  did  and, 
moreover,  that  it  should.  'Are  you 
saying  to  us,"  I  asked  McNutt,  'that 
blind  people  should  have  their  grants 
reduced  no  matter  how  small  their 
private  income  and  no  matter  how 
great  their  actual  need?'  His  answer 
was  that  he  was  saying  precisely 
that.  1  formulated  the  question  in  sev- 
eral other  ways,  only  to  get  the  same 
reply.  I  can't  say  that  I  wasn't  glad  to 
get  this  official  declaration  from  Mc- 
Nutt since  it  provides  us  with  an  offi- 
cial declaration  by  the  highest  admin- 
istrator of  them  all  that  ought  to  be  of 
immense  propagandistic  value  to  us. 
Moreover,  McNutt's  conduct  during 
the  conference  has  provided  us  with 
the  most  perfect  example  of  the  arbi- 
trary and  tyrannical  methods  of  the 
Board  that  we  could  hope  to  have. 

"In  the  remaining  week  that  I  shall 
stay  in  Washington,  we  shall  attempt 
to  carry  our  appeal  to  the  last  admin- 
istrative step.  Senator  Downey  of  Cal- 
ifornia and  Senator  Hughes  of  Dela- 
ware are  attempting  to  secure  for  us 
appointments  with  Mrs.  and  Presi- 
dent Roosevelt. 

"As  things  stand,  the  only  course 
open  to  the  blind  of  California  is  to 
urge  the  legislature  to  retain  the  blind 
aid  act  in  its  present  form  and  tell  the 
federal  government  to  go  to  hell. 
Even  if  we  can  get  a  favorable 
amendment  to  the  Social  Security 
Act,  it  certainly  will  not  be  until  after 
the  California  legislature  adjourns." 

This  is  what  Dr.  tenBroek  wrote  In 
1941,  and  although  we  have  often 
said  in  this  organization  that  the  first 
task  which  the  Federation  faced  after 
Its  founding  was  to  help  the  blind  of 
the   nation   get  enough   money  for 


bare  survival,  I  sometimes  wonder  if 
we  have  made  the  point  with  suffi- 
cient clarity  to  convey  the  despera- 
tion of  it.  The  report  which  was  pre- 
pared following  the  1941  convention 
of  the  Federation  in  Milwaukee  says 
in  part: 

"Mr.  Stephen  Stanislevic  of  New 
York  City  reported  as  follows:  'The 
blind  population  of  New  York  State  is 
roughly  estimated  at  13,000.  Of 
these,  more  than  half  are  in  New  York 
City.  A  very  small  number  of  our  peo- 
ple, a  few  hundred  in  all,  are  at 
present  employed  in  sheltered  indus- 
tries, on  government  projects,  9t 
newsstands,  or  in  miscellaneous  en- 
terprises. The  majority  depend  for 
sustenance  either  upon  private 
bounty  or  upon  Social  Security 
grants.  The  average  monthly  grant 
per  individual  is  $27  in  New  York  City 
and  $23  in  the  up-state  counties.  This 
is  the  paltry  pittance  which  the 
wealthiest  state  in  our  Union  sees  fit 
to  dole  out  to  those  of  its  citizens 
who  are  blind.' 

"Mr.  Hugh  McGuire  explained  that 
In  Indiana  there  are  approximately 
2,600  blind  and  that  between  2,200 
and  2,300  are  drawing  assistance 
with  the  monthly  average  of  $20." 

That  was  forty-nine  years  ago,  and 
much  has  happened  in  the  interim. 
Not  that  it  happened  by  chance,  of 
course.  Mostly  we  made  it  happen. 
How  many  times  since  1940  has  the 
National  Federation  of  the  Blind  led 
the  way  in  social  reform  in  this  coun- 
try, not  only  for  the  blind  but  also  for 
others?  To  mention  only  three  exam- 
ples, we  pioneered  exempt  earnings 
for  the  recipients  of  public  assis- 
tance; we  pioneered  fair  hearing  pro- 
cedures in  rehabilitation  and  other 
public  programs;  and  we  pioneered 
jobs  for  the  disabled  in  government 
sen/ice. 

As  I  have  already  said,  our  first 
task  as  an  organization  was  to  initiate 
programs  to  enable  the  blind  to  get 
enough  to  eat.  In  1940  and  the  de- 
cades immediately  following,  most  of 
the  blind  of  this  country  were  desper- 
ately poor,  and  there  were  almost  no 
government  programs  to  help.  When 
people  are  hungry,  little  else  matters. 
Later  (although  many  of  us  were  still 
in  poverty— and,  for  that  matter,  are 
now)  we  worked  on  rehabilitation  and 
employment,  and  today  we  empha- 
size civil  rights  and  equal  participa- 
tion in  society.  But  essentially  our 
role  is  what  it  has  always  been— see- 
ing that  blind  people  get  equal  treat- 
ment and  a  fair  shake. 

It  is  not  only  in  basics  but  also  in 
detail  that  our  operation  today  is  of- 
ten much  the  same  as  it  was  in  past 
decades.  Let  me  give  you  a  rather 
specialized  example.  I  have  made  a 
lot  of  banquet  speeches  at  these 
conventions,  and  certain  key  ideas 
are  central  to  them  all.  I  can  sum  up 
the  essentials  in  a  few  sentences. 
The  real  problem  of  blindness  is  not 
the  blindness  itself  but  what  the 
members  of  the  general  public  think 
about  it.  Since  the  agencies  doing 
work  with  the  blind  are  part  of  that 
general  public,  they  are  likely  to  pos- 
sess the  same  misconceptions  that 
are  held  by  the  broader  society.  The 
blind,  too,  are  part  of  that  broader  so- 
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ciety,  and  if  we  are  not  careful,  we 
will  accept  the  public  view  of  our  limi- 
tations and  thus  do  much  to  make 
those  limitations  a  reality.  The  blind 
are  not  psychologically  or  mentally 
different  from  the  sighted.  We  are 
neither  especially  blessed  nor  espe- 
cially cursed.  We  need  jobs,  opportu- 
nity, social  acceptance,  and  equal 
treatment— not  pity  and  custody. 
Only  those  elected  by  the  blind  can 
speak  forihe  blind.  This  is  not  only  a 
prime  requisite  of  democracy  but 
also  the  only  way  we  can  ever 
achieve  first-class  status. 


These  are  the  essential  points  of 
every  banquet  speech  I  have  ever 
made.  The  banquet  speeches  are 
meant  to  be  widely  circulated.  They 
have  the  purpose  of  convincing  those 
in  work  with  the  blind  and  the  public 
at  large  that  they  should  rethink  their 
notions  about  blindness.  They  also 
have  the  purpose  of  stimulating  our 
own  members  to  increased  activity 
and  added  vigor.  Hopefully  the 
speech  will  be  sufficiently  inspiring, 
entertaining,  and  literate  to  make 
people  want  to  listen  to  it— and  later 
(when  it  is  distributed)  to  read  it.  The 


difficulty  is  that  just  about  the  same 
thing  needs  to  be  said  every  year, 
but  it  has  to  be  restated  so  that  the 
listeners  (and  ultimately  the  readers) 
will  feel  that  it  is  different- and 
maybe  even  new.  After  a  while,  put- 
ting it  all  together  becomes  quite  a 
problem. 

I  don't  think  I  ever  talked  about 
this  matter  with  Dr.  tenBroek,  and  I 
certainly  did  not  attend  the  1949  con- 
vention at  Denver,  With  this  back- 
ground let  me  share  some  corre- 
spondence with  you.  Kingsley  Price 
(Continued  on  page  10) 
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was  a  Californian,  who  became  a  col- 
lege professor  and  was  living  in  New 
York  in  the  1940s.  In  a  letter  dated 
April  8,  1949,  Dr.  tenBroek  wrote  to 
urge  him  to  attend  the  Denver  con- 
vention. "The  problem  does  not 
arise,"  Dr.  tenBroek  said,  "out  of  an 
unmixed  desire  to  enjoy  your  compa- 
ny. I  would  like  to  get  you  to  give  the 
principal  banquet  address.  This  is 
something  that  I  have  not  been  able 
to  dodge  very  often  in  the  seven  con- 
ventions that  we  have  had.  [Conven- 
tions were  not  held  in  the  war  years 
of  1943  and  1945.)  The  banquet  ad- 
dress," Dr.  tenBroek  continued,  "is  a 
kind  of  focal  point  in  which  the  prob- 
lems of  the  blind,  their  peculiar  needs 
with  respect  to  public  assistance,  em- 
ployment, and  equal  opportunity  are 
formulated  and  presented  both  with 
an  eye  to  rededicaling  and  stimulat- 
ing the  blind  persons  present  and  an 
eye  to  enlightening  and  possibly  con- 
verting the  many  sighted  persons 
who  have  been  invited  to  attend.  For 
me,  this  has  always  been  a  job  of  re- 
hashing and  repeating  certain  central 
ideas.  H/ly  imagination  and  new  meth- 
ods of  statement  have  long  since  pe- 
tered out.  The  next  alternative  is  to 
get  a  new  'stater.'  This  is  what  I 
would  like  you  to  be. 

"We  would,  of  course,  introduce 
you  as  a  New  Yorker  since  there  are 
far  too  many  Californians  in  the  lime- 
light as  it  is.  We  also,  if  we  thought 
hard,  could  find  one  or  two  other 
chores  about  the  convention  for  you 
to  do. 

"Please  think  this  matter  over  as 
long  as  you  want,  but  let  me  have  an 
immediate  answer." 

Among  other  things.  Dr.  tenBroek 
obviously  wanted  to  get  Price  to  be- 
come more  active  in  the  movement, 
and  he  probably  thought  the  banquet 
speech  might  be  a  way  to  do  it. 
There  has  always  been  a  tendency 
for  the  successful  members  of  a  mi- 
nority to  try  to  avoid  involvement.  The 
only  trouble  with  this  behavior  is  that 
it  won't  work.  At  an  earlier  period 
many  blacks  tried  to  straighten  their 
hair  and  hide  in  white  society,  but 
then  they  realized  that  it  was  better  to 
make  it  respectable  to  be  black.  The 
corollary,  if  I  need  to  say  it,  (and  ev- 
ery one  of  us  had  better  know  and 
understand  it)  is  that  it  is  respectable 
to  be  blind.  That's  what  the  National 
Federation  of  the  Blind  is  all  about. 

No  blind  person  in  this  country  is 
untouched  by  our  successes  or,  for 
that  matter,  our  failures— and  no 
blind  person  can  avoid  identification 
with  the  rest  of  us.  This  is  true  re- 
gardless of  how  the  blind  person 
feels  about  it  and  regardless  of  how 
we  feel  about  it.  Blindness  is  a  visible 
characteristic,  and  all  of  us  are 
judged  by  each  other  whether  we  like 
it  or  not.  The  feeling  I  have  toward 
those  blind  persons  who  try  to  hide 
in  sighted  society  is  not  anger  but 
pity— and,  yes,  I  am  talking  about 
those  who  are  regarded  (and  who  re- 


gard themselves)  as  highly  success- 
ful. 

When  Professor  Price  replied  to 
Dr.  tenBroek,  he  said  that  he  might 
be  able  to  come  but  would  probably 
do  a  bad  job  making  the  banquet 
speech.  He  should  not  have  been 
deceived  by  the  light  tone  of  Dr.  ten- 
Broek's  letter  of  invitation,  for  Federa- 
tion presidents  take  banquet 
speeches  seriously.  In  a  letter  dated 
April  21,  1949,  Dr.  tenBroek  set  him 
straight: 

Dear  Kingsley: 

I  am  not  now,  nor  on  June  20th 
shall  I  be,  in  the  least  inclined  to  ac- 
cept a  bad  job  in  the  banquet  ad- 
dress. If  I  were  willing  to  accept  a  bad 
job,  1  can  think  of  at  least  a  hundred 
persons  of  assured  competence  to 
satisfy  the  requirement. 

The  banquet  address  is  the  focal 
point  of  the  whole  meeting.  It  has 
come  to  be  regarded  as  the  most  im- 
portant thing  that  is  done  at  a  con- 
vention. Many  people  of  influence  in 
the  community  are  invited  to  hear  it. 
The  Governor  of  the  State  often  is 
present,  and  the  occasion  is  used  to 
give  him  instructions  as  to  what  his 
policy  should  be  towards  the  blind. 
The  address  is  expected  to  be  of 
such  a  character  that  it  can  be  pub- 
lished and  circulated  the  nation  over 
with  some  advantage  to  the  blind. 

The  address  must  be  on  the  sub- 
ject of  the  nature  of  the  problems  of 
blindness,  and  the  discussion  should 
be  frank  and  forthright.  Amplification 
of  points  by  way  of  personal  experi- 
ence is  always  helpful  and  attractive. 
One  conclusion  that  must  always  be 
reached  is  that  the  blind  should 
speak  for  themselves  because  they 
are  the  only  qualified  persons  to  do 
so. 

I  enclose  a  copy  of  my  Baltimore 
address,  which  may  give  you  an  idea 
of  what  needs  to  be  said.  The  same 
truths  have  to  be  retold,  but  the  hope 
is  that  they  will  be  dressed  up  in  a 
new  and  fresh  style,  even  to  the  point 
of  appearing  to  be  different  truths. 

One  further  word:  It  may  be  that 
the  address  will  be  broadcast  direct 
from  the  banquet  hall.  Consequently, 
both  speech  and  delivery  need  to  be 
well  in  hand. 

I  hope  these  admonitions  are  sol- 
emn enough  to  convince  you  of  the 
importance  of  doing  a  good  job  and 
yet  not  so  solemn  as  to  scare  you 
away.  We  are  desperately  in  need  of 
a  new  voice  and  a  new  brain  to  do 
this  job  and  a  man  from  New  York 
has  geographical  advantages  as  well. 
Cordially  yours. 

In  considering  our  past  I  am  mind- 
ful of  the  fact  that  except  for  inspira- 
tion, perspective,  and  prediction, 
there  is  no  purpose  to  the  study  of 
history.  Certainly  we  can  find  inspira- 
tion in  the  lives  of  Warring  Wilkinson, 
Newel  Perry,  and  Jacobus  tenBroek. 
Often  in  lonely  isolation  they  worked 
for  a  distant  future  which  they  knew 
they  would  never  see  but  which  is 
our  present.  Using  meager  resources 
that  they  could  ill-afford  to  spare,  they 


fought  to  build  a  framework  of  oppor- 
tunities and  benefits  which  constitute 
the  underpinning  and  foundation  of 
what  we  have  today.  How  can  we  be 
unmoved  by  their  story?  It  speaks  to 
us  across  the  years— calling  us  to 
conscience,  giving  us  strength  for  the 
battles  ahead,  reminding  us  of  our 
heritage,  and  underscoring  our  duty 
to  those  who  will  follow. 

Yes,  there  is  inspiration  in  our  his- 
tory, and  it  also  gives  us  perspective. 
Otherwise  we  might  become  discour- 
aged. Even  today,  with  all  of  our 
work,  more  often  than  not  when  we 
come  to  one  of  these  conventions 
and  talk  to  the  press,  they  assign 
their  medical  reporters  to  deal  with 
us.  They  want  to  write  stones  about 
our  guide  dogs,  the  causes  of  blind- 
ness, and  how  capable  we  are  be- 
cause we  can  do  the  ordinary  tasks 
of  daily  living,  like  cutting  our  food  or 
finding  our  way. 

But  the  balances  are  shifting.  Each 
year  a  few  more  reporters  are  begin- 
ning to  understand  that  our  story  is 
not  one  of  physical  loss,  or  courage 
in  the  face  of  deprivation,  but  lack  of 
opportunity  and  denial  of  civil  rights. 
A  perfect  example  is  the  recent  story 
in  the  Wall  Street  Journal  about  the 
blind  who  are  running  their  own  busi- 
nesses. It  contains  not  a  scrap  of 
pity,  nor  a  wasted  word  about  those 
who  (though  blind)  are  valiantly 
struggling  to  earn  a  living.  Of  course, 
it  contains  drama— but  it  is  the  drama 
of  a  people  fighting  to  rise  to  first- 
class  status  in  a  society  which  treats 
them  like  children  and  wonders  why 
they  object. 

Recently  I  went  to  the  White 
House  and  talked  with  the  President 
of  the  United  States  about  the  prob- 
lems we  are  having  with  the  airlines 
and  the  Federal  Aviation  Administra- 
tion. We  are  being  excluded  from  exit 
row  seats  on  airplanes,  but  year  after 
year  the  Federal  Aviation  Administra- 
tion has  said  that  there  is  no  issue  of 
safety  in  our  sitting  there.  Now  (be- 
cause of  pressure  by  the  airlines) 
they  have  changed  their  minds.  As 
we  have  become  painfully  aware,  the 
issue  of  seating  is  only  one  tiny  part 
of  an  overall  pattern  of  bullying  and 
harassment  which  blind  persons  face 
today  in  air  travel.  The  difficulty  which 
always  confronts  us  when  we  try  to 
discuss  this  issue  is  the  talk  we  get 
about  compassion  and  how  com- 
mendable it  is  that  we  are  trying  to  be 
independent— all  of  which  is  a  bunch 
of  nonsense.  If  we  pose  a  hazard  in 
exit  row  seats,  we  shouldn't  sit 
there— and  we  wouldn't  want  to.  If  we 
don't  pose  a  hazard  in  exit  row  seats, 
then  we  have  as  much  right  to  sit 


there  as  anybody  else,  and  to  try  to 
make  us  move  is  an  infringement  of 
our  civil  rights.  In  either  case  com- 
passion has  nothing  to  do  with  it. 

When  I  tried  to  convey  these  Ideas 
to  President  Bush,  his  response 
made  it  clear  that  he  had  been  thor- 
oughly briefed— and  by  somebody 
who  hadn't  the  faintest  idea  about  the 
issues.  In  answer  to  my  question  the 
President  said  that  if  there  was  no  ev- 
idence that  we  constituted  a  greater 
hazard  than  others  in  exit  row  seats, 
he  would  put  an  end  to  the  rule  if  he 
had  the  power  to  do  so— which,  of 
course,  he  has.  I  wasn't  very  hopeful 
about  the  outcome  because  of  two 
things.  President  Bush  kept  avoiding 
the  word  blind,  gingerly  referring  to 
us  as  the  non-sighted,  and  he  said 
that  Secretary  of  Transportation  Skin- 
ner had  personally  tested  an  airplane 
door  to  see  whether  an  individual 
without  sight  could  open  it— which  is 
comparable  to  my  going  (with  my 
lack  of  experience)  to  a  hospital  to 
see  what  can  be  done  with  surgical 
instruments. 

The  President  assigned  his  lawyer, 
Boyden  Gray,  to  look  into  the  matter 
and  get  back  to  me.  The  results  were 
what  might  have  been  expected.  Mr. 
Gray  did  not  talk  to  us,  nor  did  he 
look  at  the  video  tape  of  our  test 
evacuation  of  an  airplane.  Instead,  he 
talked  with  Secretary  of  Transporta- 
tion Skinner,  who  told  him  that  we 
constituted  a  safety  hazard— which 
data  he  ceremonially  transmitted  to 
me. 

So  was  it  just  an  exercise  in  futili- 
ty? Not  at  all. -This  is  where  perspec- 
tive helps.  In  1940  Dr.  tenBroek  was 
not  able  even  to  get  a  hearing  from 
President  Roosevelt  even  though  two 
United  States  senators  tried  to  help 
him  do  it.  Moreover,  my  talk  with 
President  Bush  was  only  one  brief 
skirmish  in  our  long  airline  fight,  and 
the  history  of  our  past  efforts  tells  us 
that  we  will  ultimately  win.  It  is  true 
that  Dr.  tenBroek  did  not  get  to  talk 
with  President  Roosevelt,  but  it  is 
also  true  that  most  of  the  Social  Se- 
curity reforms  for  which  he  fought 
have  been  adopted— and  mostly  they 
have  been  adopted  through  the  ef- 
forts of  the  National  Federation  of  the 
Blind. 

Likewise,  we  lost  the  recent  mo- 
tion to  cut  off  debate  on  our  airline 
bill  in  the  United  States  Senate,  but 
we  had  fifty-six  votes.  And  when  has 
any  other  group  in  the  blindness  field 
ever  been  able  to  bring  a  bill  of  its 
own  to  the  floor  of  the  United  States 
Senate  and  have  it  be  the  pending 
business  of  that  body  for  several 
days?  Never— and  never  with  the 
number  of  votes  we  mustered.  Again, 
this  was  only  a  single  skirmish  in  an 
individual  battle  of  a  long  war— a  war 
which  has  been  going  on  for  more 
than  a  century,  a  war  which  we  are 
winning,  and  a  war  which  we  intend 
to  finish. 

Yes,  our  history  provides  us  with 
both  inspiration  and  perspective— 
and  it  also  gives  us  the  basis  for  pre- 
diction. Of  course,  no  individual  can 
be  sure  of  what  will  happen  tomor- 
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row,  but  I  feel  absolutely  certain  that 
this  organization  will  continue  to  grow 
and  continue  leading  the  way  in  Im- 
proving the  quality  of  life  for  the  blind. 
The  outward  appearance  of  the  Is- 
sues may  shift,  but  the  basics  will  not 
change— not  until  we  have  achieved 
equal  treatment  and  first-class  status 
in  society.  And  we  w/// achieve  it. 

In  examining  our  past  I  have  not 
attempted  to  assess  my  own  role  and 
contributions.  How  could  I?  I  have 
been  too  close,  loved  too  deeply,  put 
too  much  of  my  life  into  the  process. 
All  I  can  say  is  this:  When  Dr.  ten- 
Broek  was  dying,  I  made  certain 
pledges  to  him.  I  have  tried  to  keep 
those  pledges.  I  shall  always  try  to 
keep  them.  And  when  in  1986  I 
thought  the  time  had  come  that  the 
movement  would  best  be  served  by 
my  leaving  the  presidency,  I  did  it. 
The  decision  was  not  easy,  but  I 
think  it  was  right.  I  believe  that  Presi- 
dent Maurer  was  the  best  person  we 
could  have  chosen  for  the  position 
and  that  he  will  lead  this  organization 


into  the  twenty-first  century— stron- 
ger, more  vibrant,  and  more  commit- 
ted than  It  has  ever  been.  And  there 
is  something  more;  I  think  the  new 
generation  that  is  on  the  horizon  will 
provide  leaders  and  members  who 
will  be  present  fifty  years  from  now 
when  we  meet  for  our  hundredth  an- 
niversary. We  must  never  forget  our 
history;  we  must  never  dishonor  our 
heritage:  we  must  never  abandon  our 
mission.  With  love  for  each  other  and 
faith  in  our  hearts  we  must  go  the 
rest  of  the  way  to  equal  status  and 
fifst-class  membership  in  society.  Let 
us  march  together  to  meet  the  future. 

FOOTNOTES 
1.  All  of  the  material  concerning 
Dr.  Perry  except  what  I  got  from  my 
own  discussions  with  him  is  taken 
from  "Newel  Perry;  Teacher  of  Youth 
and  Leader  of  Men,"  by  Jacobus  ten- 
Broek,  Braille  Monitor,  February, 
1976.  The  quotes  from  Dr.  tenBroek 
are  taken  from  letters  in  the  files  of 
the  National  Federation  of  the  Blind. 


Coping:  there  must  be  50  ways 


by  Margie  Lawson,  M.S. 


What  did  you  do  the  last  time  you 
felt  emotionally  drained,  depressed, 
or  frustrated  with  diabetes?  Go  for  a 
walk?  Talk  with  someone?  Or  go  to 
bed  and  pull  the  covers  over  your 
head?  Did  it  work?  Did  you  feel  bet- 
ter? 

When  diabetes  is  diagnosed,  peo- 
ple react  with  a  wide  range  of  emo- 
tions—both positive  and  negative. 
Everyone  with  a  chronic  medical  con- 
dition works  through  feelings  of  deni- 
al, guilt,  frustration,  anger,  sadness, 
and  loss.  It  may  take  months,  even 
years,  to  cycle  through  these  emo- 
tions. And  they  can  resurface  when- 
ever you're  reminded  that  your  medi- 
cal condition  sometimes  interferes 
with  your  life. 

How  do  you  successfully  cope 
with  diabetes?  How  can  you  create  a 


life  with  relatively  good  health  and 
happiness? 

How  to  Start 

When  you  think  about  coping, 
what  often  comes  to  mind  is  that  pre- 
carious state  of  "barely  getfing  by." 
In  that  case,  you  might  see  coping 
with  diabetes  as  putting  up  with  it  or 
enduring  it.  Actually,  coping  means 
"to  contend  with  difficulties  or  to 
strive  with  success."  With  that  defini- 
tion in  mind,  you  would  cope  with  di- 
abetes by  facing  its  difficulties  and 
working  toward  successful  manage- 
ment. 

What's  the  best,  or  easiest,  way  to 
do  this? 

There  is  no  single  answer.  Various 
factors  affect  how  people  cope  with 
diabetes.  For  instance,  personalities 
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play  important  roles.  So  does  the 
amount  of  support  available  from 
family  and  friends.  People  diagnosed 
at  later  ages  seem  to  adjust  more 
easily.  And  of  course,  people  who  re- 
quire insulin  face  different  issues 
than  people  who  don't. 

For  some  people,  coping  is  not  a 
problem.  Others  struggle  for  years  to 
adjust.  Counseling  may  help  some. 
But  you  have  to  decide  for  yourself 


what  helps.  Then  you  need  to  do 
more  of  it.  The  people  mentioned  in 
this  article  each  approach  their  dia- 
betes differently.  Perhaps  their  sto- 
ries will  help  you  better  understand 
coping  and  why  techniques  must 
vary. 

Easy  Come,  Easy  Go 

Bill,  69,  was  diagnosed  with  Type 
II  (non  insulin-requiring)  diabetes  15 
years  ago.  He's  always  been  able  to 
follow  a  meal  plan,  exercise  regularly, 
and  take  care  of  himself  because  he 
knows  it's  important.  Bill  copes  with 
eating  "right"  by  enjoying  other 
things  that  are  good  for  him  and  by 
using  recipes  that  have  been  ap- 
proved for  diabetes.  For  some  peo- 
ple it's  just  that  easy.  "My  wife  wor- 
ried quite  a  bit  in  the  beginning,"  he 
says,  "but  now  that  she  sees  I'm  tak- 
ing care  of  myself  and  feeling  good, 
she  doesn't  worry  too  much." 

On  the  other  hand.  Paul  was  diag- 
nosed at  30  and  didn't  pay  much  at- 
tention to  his  Type  II  diabetes  be- 
sides taking  pills.  Twelve  years  later, 
he  began  to  have  neuropathy  and 
became  worried  about  developing 
other  complications.  He  finally  de- 
cided he  should  manage  his  diabetes 
better,  but  he  struggled  unsuccess- 
fully with  it  for  several  more  years.  Af- 
ter five  months  of  intermittent  coun- 
seling, his  attitude  changed  from 
should  \o  want.  Now,  at  48.  he  copes 
(Continued  on  page  12) 
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Coping 

(Continued  from  page  11) 

by  managing  his  diabetes  because 
he  wants  to,  not  because  he  should. 

The  Fight 

Some  people  don't  just  ignore  dia- 
betes, they  fight  it.  Dee  was  23  when 
she  was  diagnosed  with  Type  I  (insu- 
lin dependent)  diabetes.  That  first 
year,  there  were  periods  when  she 
just  didn't  follow  her  diabetes  regi- 
men. She  didn't  feel  good  physically 
or  emotionally— she  lived  with  de- 
pression, fear,  guilt,  anger,  and  frus- 
tration and  rarely  felt  positive  about 
herself. 

A  year  later.  Dee  began  to  hon- 
estly address  her  confused  feelings 
about  diabetes.  She  turned  her  atti- 
tude around  by  listening  to  her  doc- 
tor and  deciding  to  get  counseling. 
She  now  copes  by  accepting  her  dia- 
betes. "I  just  do  what  I  need  to  and 
don't  make  a  big  deal  about  it." 

Now  at  age  27,  Dee  attributes  part 
of  her  attitude  change  to  looking  at 
the  consequences  of  noncompliance, 
"Initially,  I  could  pretend  little  flare- 
ups  wouldn't  really  make  a  difference 
later  in  life,"  she  said.  "Then,  the 
longer  I  had  diabetes,  I  realized  those 
frequent  flare-ups  meant  more  and 
more  possibilities  of  medical  compli- 
cations." 

However,  Dee's  motivation  to 
manage  her  diabetes  well  doesn't 
stem  from  fear,  but  knowledge.  She 
wants  to  take  good  care  of  herself. 

Looking  back  to  when  she  was  di- 
agnosed. Dee  wishes  she'd  done 
some  things  differently,  like  reading 
the  diabetes  literature  her  physician 
gave  her.  (She  stuck  it  in  a  drawer  for 
a  year.)  She  suggests  learning  more 
about  diabetes  by  attending  meet- 
ings, such  as  those  offered  by  local 
chapters  of  the  American  Diabetes 
Association,  and  by  taking  classes. 

"If  you  feel  having  diabetes  is  the 
end  of  the  world,"  Dee  says,  "get 
some  help  or  advice.  Talking  to  a 
friend  or  going  to  counseling  makes 
a  big  difference.  Everybody  who 
knows  me  knows  I  have  diabetes.  It's 
helpful  to  be  around  people  who 
know. 

"That  way  I  don't  have  to  explain 
anything  when  an  activity  is  inter- 
rupted while  I  eat  my  snack.  It's  a 
hassle  then,  and  for  a  brief  moment  I 
really  hate  having  diabetes.  Then  I 
just  accept  the  fact  I  have  to  take 
care  of  myself  and  get  on  with  better 
things  in  life." 

The  Cover-Up 

Sometimes  even  people  who  ap- 
pear to  cope  well  may  be  having 
problems.  When  Ann  was  diagnosed 
at  17,  she  had  a  honeymoon  period 
that  lasted  almost  a  year.  Then  she 
had  difficulty  following  the  diabetes 
regimen.  She  recalls  frequently  think- 
ing, "Isn't  there  some  way  this  can 
go  away?"  She  felt  diabetes  was 
controlling  her  instead  of  her  control- 
ling it. 


At  32,  Ann  still  has  difficulty  deal- 
ing with  diabetes,  but  she's  learning. 
She  sometimes  seems  to  cope  too 
well— at  least  for  the  benefit  of  her 
husband.  Since  she  doesn't  like  to 
appear  "down"  about  diabetes  very 
often,  she  covers  up  her  true  feel- 
ings. This  takes  a  lot  of  emotional  en- 
ergy and  lends  a  sense  of  insincerity 
to  relationships. 

"I  have  to  get  really  low  and  be 
depressed  for  several  days  before  I 
can  talk  to  my  husband  about  things 
that  are  bothering  me,"  Ann  says.  "In 
fact,  he'll  ask  me  how  I'm  doing  and 
for  the  first  day  or  two  I'll  say  'fine,'" 
She  finally  owns  up  to  her  feelings 
when  she's  at  the  end  of  her  rope 
and  has  red-rimmed  eyes.  Then  they 
talk  about  it  and  he  helps  her  put 
things  in  perspective  by  providing 
emotional  support. 

Ann  realizes  the  irony  of  the  situa- 
tion. She  puts  off  what  really  helps 
until  she's  desperate.  Maybe  she'd 
feel  better  if  she  talked  over  the  little 
things.  Perhaps  then  she'd  feel  less 
stressed,  less  depressed,  and  happi- 
er, so  she  could  enjoy  her  family 
more. 

Although  she  still  has  periods  of 
depression,  she  cautions,  "It's  very 
easy  to  put  all  your  problems  on  the 
diabetes.  It  may  not  be  the  diabetes 
at  all  that's  causing  your  stress.  It  fre- 
quently just  adds  to  other  stress." 

What's  Normal? 

There  are  endless  coping  tech- 
niques. Some  deal  directly  with  the 
problem,  others  serve  as  detractors 
or  energizers  to  help  you  approach 
the  problem  later.  Sometimes  a  prob- 
lem diminishes  in  importance  when  a 
fresh  perspective  is  obtained.  The  di- 
abetes didn't  go  away,  but  you  feel 
better  about  fitting  it  in  your  life.  Even 
the  most  off-the-wall  idea  could  be  a 
good  coping  technique.  For  instance, 
you  could: 

•  Share  feelings  with  a  friend  or 
relative. 

•  Listen  to  your  favorite  music. 

•  Take  a  photography  class  for 
fun. 

•  Keep  a  journal  (for  your  eyes 
only). 

•  Set  up  a  reward  system  for  im- 
proving compliance. 

•  Speak  in  pig-Latin  for  the  rest  of 
the  day. 

•  Walk  around  the  block,  forward 
or  backwards! 

•  Make  a  list  of  all  the  things  you 
like  to  do  and  when  you  did  them 
last. 

•  Re-read  your  diabetes  education 
materials. 

•  Record  all  the  times  you  laugh 
for  a  week. 

•  Take  a  stress  management 
course. 

•  Take  a  cat  nap  every  day. 

•  Sing  a  favorite  song. 

•  Buy  a  joke  book  or  cartoon  book 
and  read  it! 

A  diabetes-related  crisis  could  trig- 
ger emotional  baggage— such  as  an- 
ger—about the  intrusion  of  diabetes, 
and  coping  needs  may  change.  If 


you  feel  you're  not  coping  well  and 
are  unable  to  pull  yourself  out  of  it, 
talking  with  a  family  member,  good 
friend,  or  counselor  is  the  best  op- 
tion. 

Coping  with  diabetes  is  tricky.  Just 
when  you  think  you've  got  it  licked, 
something  may  come  along  that  up- 
sets your  emotional  balance.  Often 
people  can  identify  at  least  a  few 
things  that  help  them  feel  better 
when  they're  upset  or  depressed. 
Some  may  call  a  friend  they  haven't 
seen  in  a  long  time.  Others  may  pre- 


fer to  write  limericks!  The  important 
thing  is  to  do  something,  and  if  that 
doesn't  help,  try  doing  something 
else. 

Facing  the  difficulties  of  diabetes 
and  working  toward  successful  man- 
agement requires  some  effort,  but 
the  rewards  make  it  worthwhile. 

(Note:  This  article  appeared  in  Living 
Well  With  Diabetes,  Winter,  1990,  pp. 
7,  9,  10.  Reprinted  with  permission 
from  the  International  Diabetes  Cen- 
ter.) 


Pregnancy  raises  risk  of  Type  II  diabetes 


by  K.A.  Facl<elmann 


Each  successive  pregnancy  may 
slightly  elevate  a  woman's  risk  of  de- 
veloping Type  II  diabetes  later  in  life, 
according  to  a  new  epidemiologic 
study.  If  confirmed,  the  findings  may 
eventually  help  unravel  the  mecha- 
nism underlying  the  development  of 
Type  11,  or  non-insulin  dependent,  di- 
abetes —  a  condition  less  severe 
than  insulin-dependent  diabetes, 
usually  affecting  people  after  age  40. 

Scientists  know  that  obesity  and  a 
family  history  of  diabetes  increase  a 
person's  risk  of  getting  Type  II  diabe- 
tes. Age  also  boosts  the  risk,  be- 
cause the  pancreatic  beta  cells  that 
produce  insulin  —  the  hormone  that 
helps  the  body  use  sugar  —  work 
less  efficiently  as  people  get  older. 
Past  studies  have  hinted  that  preg- 
nancy increases  a  woman's  chance 
of  later  developing  non-insulin-de- 
pendent diabetes,  but  many  scien- 
tists pointed  to  weight  gain  during 
pregnancy  to  explain  that  associa- 
tion. Now,  a  report  in  the  Nov.  2  New 
England  Journal  of  Medicine  identi- 
fies pregnancy  as  an  independent 
risk  factor  for  Type  II  diabetes— a  risk 
not  explained  by  obesity. 

Donna  Kritz-Silverstein,  Elizabeth 
Barrett-Connor  and  Deborah  L.  Win- 
gard  of  the  University  of  California, 
San  Diego,  studied  1,186  white,  up- 
per-middle-class women  age  41  to 
92.  The  scientists  took  reproductive 
and  medical  histories  and  calculated 
each  volunteer's  body  mass  index,  a 
measure  of  obesity.  When  they  gave 
subjects  the  glucose  tolerance  test,  a 
standard  measure  of  how  well  the 
body  processes  sugar,  they  found 
326  women  had  impaired  glucose 
tolerance— flawed  glucose  metabo- 
lism that  leads  to  Type  11  diabetes  in 
some  cases.  And  146  other  women 
had  Type  II  diabetes. 

After  controlling  for  age,  obesity 
and  family  history  of  diabetes,  the  re- 
searchers found  each  pregnancy 
boosted  a  woman's  risk  of  develop- 
ing Type  11  diabetes  after  age  40  by 
16  percent.  Each  pregnancy  in- 
creased a  woman's  chance  of  devel- 
oping impaired  glucose  tolerance  by 
10  percent,  they  found. 

That  risk  may  be  important  for 
women  with  multiple  risk  factors, 
comments  Maureen  I.  Harris,  an  epi- 
demiologist at  the  National  Institute  of 


Diabetes  and  Digestive  and  Kidney 
Diseases  in  Bethesda,  Md.  A  family 
history  of  diabetes  remains  the  most 
important  risk  factor,  she  says.  In  the 
California  study,  women  with  a  family 
history  of  diabetes  ran  twice  the  risk 
of  getting  Type  II  diabetes  compared 
with  women  who  had  no  such  histo- 
ry, Kritz-Silverstein  says. 

While  women  can't  do  anything 
about  their  inherited  susceptibility  to 
Type  II  diabetes,  they  can  lower  their 
risk  by  losing  weight  if  they  are 
obese,  Harris  says.  And  if  further  re- 
search confirms  the  link  between 
pregnancy  and  diabetes,  some 
women  might  consider  keeping  their 
pregnancy  rate  low.  "The  number  of 
children  people  have  is  a  personal 
decision,"  Harris  says.  "But  it  seems 
to  me  it's  important  to  know  whether 
pregnancy  does  lead  to  an  increased 
risk  for  diabetes." 

Although  some  women  develop  a 
temporary,  mild  form  of  diabetes  dur- 
ing pregnancy,  the  California  scien- 
tists did  not  determine  the  incidence 
of  such  "gestational  diabetes" 
among  women  in  the  study.  Many  of 
the  women  bore  their  children  before 
doctors  began  screening  for  gesta- 
tional diabetes,  Barrett-Connor  says. 
Scientists  know  that  women  who  get 
gestational  diabetes  run  an  increased 
risk  of  Type  II  diabetes  as  they  age, 
she  adds. 

Barrett-Connor  and  her  colleagues 
speculate  that  pregnancy  puts  a 
strain  on  the  mother's  beta  cells,  a 
strain  that  can  lead  to  Type  II  diabe- 
tes much  later,  especially  if  the 
woman  is  overweight  or  has  inherited 
poorly  functioning  beta  cells.  During 
pregnancy,  the  researchers  suggest, 
pancreatic  beta  cells  must  produce 
more  insulin  to  keep  the  developing 
fetus  nourished  with  a  constant  sup- 
ply of  glucose.  At  the  same  time,  ttie 
mother's  body  tissue  must  become 
resistant  to  insulin  to  ensure  that  the 
extra  glucose  load  goes  to  the  fetus. 
Scientists  know  that  Type  II  diabetics 
have  chronically  high  blood  insulin 
levels  and  are  insulin  resistant,  the 
California  researchers  note. 

{Note:  Reprinted  with  permission 
from  Science  News,  the  weekly  news 
magazine  of  science,  copyright  1989 
by  Science  Service,  Inc.) 
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Call  toll-free  1-800-522-6294 

or  mail  on  8-1/2  x  11  paper  to 

Maxi-Aids 

86-30  102nd  st  Richmond  Hill.  NY  11418 
Please  include  your  name,  address,  telephone  number,  and  indicate  the  item  number  and  quantity. 

•  Training  included  in  NYC  area.   Prices  vary  ouuidc  NY.     Special  price  lo     Blind  OrganiiaUoni     1.     Price  atler  manufaclurer  rebate  of  $125.00 
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Ask  Dr.  James 

by  Ronald  James,  M.D. 


Ronald  James,  M.D.,  long-term  in- 
sulin-dependent diabetic,  directs 
Midwest  Diabetes  Treatment  and 
Education  Center,  Columbia,  Mo. 
Dr.  James  is  also  the  Medical  Di- 
rector of  the  Missouri  Diabetic 
Children's  Camp,  Inc. 

(Note:  If  you  have  any  questions  for 
Dr.  James,  please  send  them  to  the 
editor.  The  only  questions  Dr.  James 
will  be  able  to  answer  are  the  ones 
used  in  his  column.) 
tf  sugar  is  given  for  a  reaction,  how 
long  does  it  take  to  leave  the  sys- 
tem under  normal  circumstances 
and  if  the  system  is  overloaded? 

This  will  depend  on  the  type  of 
sugar  that  is  used.  Glucose  requires 
digestion  and  will  be  absorbed  quite 
rapidly  (within  10  to  20  minutes)  and 
thus  will  leave  the  system  very  rapid- 
ly. On  the  other  hand  table  sugar  (su- 
crose) has  to  be  digested  to  glucose 
and  fructose.  Although  this  occurs 
rapidly  it  does  take  time.  Thus  the 
sugar  will  remain  in  the  intestinal  tract 
and  present  in  the  blood  stream 
longer  than  if  glucose  is  taken.  For 
the  most  part,  sugars  given  in  rea- 
sonable amounts  will  affect  the  blood 
glucose  for  30  minutes  to  one  hour. 
On  the  other  hand,  if  the  system  is 


overloaded  (I  assume  the  person 
takes  more  than  is  necessary  to  treat 
the  insulin  reaction)  it  may  take  a 
couple  of  hours  or  so  for  it  to  leave 
the  system.  This,  of  course,  will  vary 
from  one  individual  to  another.  If  one 
takes  sugar  in  the  form  of  sweets  — 
for  example,  cake  —  its  effect  may  be 
even  longer  because  the  starch  in 
such  products  requires  digestion  and 
will  affect  the  blood  glucose  for  the 
next  several  hours. 

ti/ly  fiance  has  diabetes  and  I  won- 
der if  I  should  consider  marrying 
him?  I  have  heard  long  term  dia- 
betics endure  many  chronic  com- 
plications. 

The  bad  news  is  that  long  term  di- 
abetics frequently  develop  many 
chronic  complications.  The  good 
news  is  that  with  appropriate  treat- 
ment and  control  of  diabetes  over  the 
long  term  most  of  these  chronic  com- 
plications can  either  be  delayed  or 
prevented.  It  should  be  recognized 
that  there  is  some  possibility  that 
anyone  with  diabetes  for  a  long  time 
will  develop  some  complications. 
Therefore  one's  decision  with  regard 
to  this  is  a  philosophical  one  and  will 
depend  on  his/her  personal  point  of 
v/ew. 

What  is  Glucagon?  Do  you  recom- 
mend that  diabetics  obtain  some? 
How  does  it  work  and  what  is  its 
purpose? 

Glucagon  is  a  hormone  produced 
by  the  alpha  cells  of  the  pancreas.  It 
is  in  the  form  of  a  peptide,  which  is  a 
small  protein  molecule.  When  given 
by  injection  it  works  to  treat  an  insulin 
reaction  by  stimulating  the  break- 
down of  starch  stored  in  the  liver  to 
glucose.  I  do  recommend  that  diabet- 
ics taking  insulin  have  Glucagon 
available  for  their  friends,  relatives  or 
others  around  them  to  use  in  treating 
insulin  reactions  which  are  so  severe 
they  are  unable  to  take  sugar  in 
some  form  by  mouth. 


Control  diabetes  —  it  is  important 

by  Timothy  Long,  M.D. 

Family  practice  phiysician  on  the  medical  staff  at 

St.  John's  Mercy  Hospital. 


Excessive  thirst  and  urination,  fa- 
tigue, slow  healing  cuts,  skin  lesions 
which  become  infected  and  difficult 
to  heal,  irritability,  a  change  in  vi- 
sion—these are  classic  symptoms  of 
Type  I  insulin  dependent  diabetes 
mellitus. 

Weight  loss  despite  intense  hun- 
ger and  overeating  can  also  be  a 
sign.  If  you  experience  any  of  these 
symptoms,  you  should  call  your  doc- 
tor. 

What  is  Type  I  diabetes?  This  is  a 
disease  in  which  the  body  does  not 
correctly  use  carbohydrates  (sugars 
and  starches),  which  are  its  chief 
source  of  energy. 

During  digestion,  carbohydrates 
release  a  form  of  sugar,  glucose,  info 
the  blood.  The  increased  blood  levels 
of  glucose  stimulate  the  pancreas  to 
produce  the  hormone  insulin.  Insulin 
helps  glucose  move  from  the  blood 
to  body  tissues  for  fuel  or  to  the  liver 
for  storage  until  it  is  needed. 

In  a  diabetic,  either  the  pancreas 
produces  insufficient  insulin  or  the 
body  is  unable  to  respond  to  insulin. 
High  sugar  levels  build  up  in  the 
blood  instead  of  being  transported  to 
the  tissues  to  be  used  as  fuel.  Some 
of  the  excess  blood  glucose  is  fil- 
tered from  the  blood  by  the  kidneys 
and  passed  out  in  the  urine. 

The  most  common  complications 
of  uncontrolled  diabetes  are  heart 
disease,  atherosclerosis,  stroke,  kid- 
ney disease  and  blindness.  The 
goals  of  treatment  are  to  maintain 
normal  blood  glucose  levels  and 
lessen  and  delay  complications. 

The  cornerstone  of  successful  dia- 
betes management  is  a  balance  of  in- 
sulin injections,  diet,  weight  and  exer- 
cise, monitored  by  blood' and  urine 
testing. 

Insulin  injections  are  timed  to  im- 
prove glucose  use  throughout  the 
course  of  a  day  and  to  avoid  wide 
swings  in  blood  sugar  levels.  The 
type  of  insulin  and  timing  of  injections 
must  be  coordinated  with  the  timing 


and  content  of  meals. 

Exercise  also  affects  insulin  re- 
quirements. Extra  exercise  can  re- 
duce the  need  for  insulin  because 
exercise  "burns  up"  sugar— less 
than  normal  exercise  may  increase 
the  need. 

Diet  is  crucial.  Because  diabetes  is 
often  associated  with  high  blood  fat 
levels,  a  low  fat  diet  is  essential.  In- 
creasing complex  carbohydrates  (de- 
rived from  natural  sources)  is  recom- 
mended, and  refined  sugars  should 
be  kept  to  a  minimum. 

Fiber  plays  an  important  role  in 
managing  diabetes.  For  reasons  not 
yet  understood,  fiber  slows  or  re- 
duces the  absorption  of  sugar  in  the 
digestive  tract.  Calories  count,  too.  A 
young  diabetic  needs  sufficient  calo- 
ries for  normal  growth  and  older  dia- 
betics need  to  maintain  appropriate 
weight. 

Maintaining  the  delicate  balance 
between  insulin  injections,  diet  and 
exercise  is  essential.  Blood  and  urine 
tests  monitor  the  balance. 

A  diabetic  can  lead  a  normal  life  by 
controlling  blood  sugar  levels,  but 
there  is  not  yet  a  cure  for  diabetes. 

{Note:  This  is  part  of  an  article  that 
appeared  on  July  6,  1989,  in  the 
Franklin  County  Tribune,  Union,  Mis- 
souri.) 


Two  recent  reports  in  the  medical 
literature  concern  studies  on  the 
prevalence  of  obesity  in  adult  black 
men  and  the  effects  of  a  high-salt  diet 
in  black  men.  Both  obesity  and  hy- 
pertension are  associated  with  diabe- 
tes, and  both  have  been  linked  to  the 
high  prevalence  of  diabetes  in  the 
black  population. 

In  a  report  published  in  the  Jour- 
nal of  the  American  f[/ledical  Associa- 
tion (September  15,  1989,  Vol.  262, 
No.  11),  "Are  Racial  Differences  in 
the  Prevalence  of  Diabetes  in  Adults 
Explained  by  Differences  in  Obesi- 


Studies  examine  obesity  and 
salt  sensitivity  in  blacks 


ty?",  CDC  epidemiologists  reported 
on  a  study  involving  more  than 
14,000  Army  veterans  from  the  Viet- 
nam war  era.  The  study  included 
12,558  white  men  and  1,677  black 
men  age  30  to  47.  The  scientists 
found  that  in  every  weight,  age,  and 
socioeconomic  category  blacks  had 
higher  rates  of  diabetes  or  fasting  hy- 
perglycemia. They  concluded  that 
"These  data  provide  evidence  that 
the  higher  prevalence  of  diabetes 
found  among  blacks  is  not  explained 
by  differences  in  obesity." 

Investigators   at   General    Clinical 


Research  Center  in  California  and 
Massachusetts  are  examining  possi- 
ble causes  of  hypertension  in  black 
and  white  men.  In  a  report  published 
in  Research  Resources  Reporter 
(September  1989,  Vol.  XIII,  No.  9), 
"Racial  Differences  Observed  in  the 
Response  to  Salt  in  Hypertensive 
Men,"  they  describe  studies  in  black 
men  and  white  men  with  normal 
blood  pressure  or  moderate  hyper- 
tension and  their  physiological  re- 
sponse to  high  dietary  salt.  The  find- 
ings, say  the  researchers,  may  help 
explain  why  hypertensive  blacks  fend 


not  to  respond  to  certain  therapies 
for  high  blood  pressure  and  why  they 
have  accelerated  rates,  at  all  ages,  of 
cardiovascular  and  kidney  damage. 

Copies  of  the  Reporter  are  avail- 
able from  the  Research  Resources 
Information  Center,  1601  Research 
Boulevard,  Rockville,  Maryland 
20850,  telephone  (301)  984-2870. 

(Note:  This  article  appeared  in  Diabe- 
tes Dateline,  Volume  II,  Number  I, 
Spring  1990.  Published  by  the  Na- 
tional Diabetes  Information  Clearing- 
house.) 
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Pancreas  transplant:  one  man's  drama 


Lewis  Ehrlich  created  quite  a  stir 
wtien  he  was  hurriedly  admitted  to 
Beth  Israel  last  June.  Drama  per- 
vaded the  pharmacy  where  Ehrlich's 
medications  were  being  prepared 
and  the  laboratory  where  technolo- 
gists performed  last-minute  tests. 
Nurses  who  had  treated  Ehrlich  dur- 
ing previous  hospital  stays  visited  his 
room  in  droves,  rooting  for  his  suc- 
cess. When  the  much-anticipated  op- 
eration got  underway,  residents  and 
medical  and  nursing  students 
crowded  around  the  table,  making 
way  for  the  kidney  and  the  pancreas 
which  surgeons  gingerly  removed 
from  an  ice  chest  and  sewed  into 
Ehrlich's  opened  abdomen. 

"I  was  Rocky  going  to  a  big  fight," 
said  40-year-old  Ehrlich,  who  no 
longer  requires  the  daily  kidney  dialy- 
sis and  insulin  shots  he  needed  be- 
fore becoming  Beth  Israel's  first  dou- 
ble transplant  recipient.  Although  kid- 
ney transplants  are  performed  rou- 
tinely at  Beth  Israel,  caregivers  famil- 
iar with  the  debilitating  complications 
of  diabetes  from  which  Ehrlich  suf- 
fered were  eager  to  see  the  hospital's 
first  pancreas  transplant  performed. 
"I  was  a  celebrity  patient,"  laughs 
Ehrlich,  a  husband  and  father  of  two. 

Complications  of  diabetes.  Be- 
fore his  operation,  Ehrlich  was  one  of 
a  half  million  Americans  with  type  I  di- 
abetes, a  disease  in  which  the  body 
does  not  produce  sufficient  insulin. 
Though  regular  insulin  injections 
could  keep  Ehrlich  alive,  "we  could 
not  prevent  diabetes'  long-term  sec- 
ondary complications,"  says  Dr. 
Michael  Shapiro,  who  conducted  the 
organ  harvest  with  Dr.  Clarence  Zim- 
merman, and  then  performed  Ehr- 
lich's transplant.  In  varying  degrees, 
Ehrlich  suffered  from  most  of  the 
complications  to  which  diabetics  are 
prone  including  diseases  of  the  kid- 
ney, eye  (often  resulting  in  blind- 
ness), nervous  system,  and  of  the 
vascular  system  which  causes  heart 
problems,  strokes,  or  decreased  pe- 
ripheral circulation  (sometimes  result- 
ing in  amputation). 

Working  with  Zimmerman  and  Dr. 
Michael  Steer,  Shapiro  has  now  per- 
formed five  transplants  of  the  pancre- 
as—a soft,  4-  to  6-inch  gland  behind 
the  stomach  that,  among  other  func- 
tions, produces  insulin.  Beth  Israel  is 
one  of  90  centers  in  the  United 
States  performing  the  transplant— an 
operation  "at  the  interface  of  basic 
research  and  clinical  practice,"  ac- 
cording to  Shapiro. 

Ehrlich  enjoys  the  notoriety  of  be- 
ing a  Beth  Israel  first.  "I  was  the  talk 
of  the  floor— the  double  transplant 
patient."  Before  the  procedure,  Ehr- 
lich says,  "I  was  a  zombie.  I'd  push 
myself  into  work  every  day  after  dialy- 
sis." On  a  prescribed  no  salt,  sugar, 
or  protein  diet,  Ehrlich  needed  an  av- 
erage of  five  daily  shots  of  insulin.  A 
plumber,  Ehrlich  collapsed  on  the  job 
one  day  with  a  simultaneous  stroke 
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Transplant  surgeons  don't  remove 
the  recipient's  organs  but  situate  the 
donated  ones  in  new  spots.  Lewis 
Ehrlich  has  the  pancreas  and  kidney 
with  which  he  was  born,  and  much 
lower  in  his  abdomen— connected  to 
the  bladder  and  iliac  arteries— are  the 
organs  he  received  in  the  transplant 

and  heart  attack.  "He  was  dying," 
says  his  wife  Alba,  who  waited  nine 
hours  for  the  surgeons  to  complete 
her  husband's  transplant. 

The  drama  of  transplants.   For 

Shapiro,  the  drama  had  started  17 
hours  before  when  the  prospect  of 
the  transplant  began  to  unfold.  A 
man  died  in  the  hospital,  and  his 
grieving  family  decided  to  donate  his 
organs.  That  family's  difficult  deci- 
sion, and  some  rather  unremark- 
able-looking organs  became  the 
points  around  which  the  hospital  staff 
rallied. 

To  assure  the  match,  the  New  En- 
gland Organ  Bank  had  conducted 
compatibility  tests  with  the  donor's 
tissue  samples,  and  serum  previ- 
ously collected  from  Ehrlich. 

It  took  two  and  a  half  hours  for  the 
surgeons  to  retrieve  the  kidney  and 
pancreas  which  is  "not  an  easy  or- 
gan to  remove  because  it  has  many 
small  vessels  attached  to  it,"  says 
Zimmerman. 

Both  organs  are  pampered  and 
prepped  in  what  is  called  "backtable 
work."  As  if  at  a  basement  work- 
bench, the  surgeons  sit  at  a  sterile, 
draped  table,  and  flush  the  donor's 
blood  from  the  chilled  kidney  and 
pancreas,  trimming  and  arranging 
blood  vessels  for  the  organ's  even- 
tual fitting  into  the  recipient's  body. 

Ehrlich  now  has  three  kidneys  and 
two  pancreases  because  the  trans- 
plant surgeons  don't  remove  the  re- 
cipient's organs  but  situate  the  do- 
nated ones  in  new  spots  where  they 
work  equally  well  (see  diagram).  The 
kidney  and  pancreas  are  sewn  to  the 
bladder  and  the  iliac  arteries  to  re- 
ceive blood  flow.  Within  a  few  hours, 
the  recipient's  blood-sugar  levels  are 
measured  to  determine  whether  the 
pancreas  is  working  properly. 

The  threat  of  organ  rejection.  A 

year  after  his  operation,  Ehrlich  says, 
"I'll  always  be  a  transplant  patient," 


for  whom  there  will  always  be  the 
threat  of  organ  rejection.  Shapiro 
"still  watches  me  like  a  baby,"  laughs 
Ehrlich.  Shapiro  assures  him,  "We'll 
always  watch  you,  but  you  shouldn't 
worry,  I'll  worry  for  the  both  of  us." 

One  problem  with  the  transplant  is 
that  "we  don't  really  have  a  good 
method  of  following  the  pancreas  for 
rejection,"  Shapiro  explains.  "When 
the  kidney  fails,  we  know  it  right 
away,  but  with  the  pancreas,  we  have 
to  lose  90  percent  of  the  islet  function 
before  the  blood-sugar  level  chang- 
es." The  islets  of  Langerhans  are 
those  cells  within  the  pancreas  that 
manufacture  insulin,  regulating  the 
glucose  or  blood  sugar  levels. 

Although  there  is  a  10  percent 
chance  that  patients  won't  survive  the 
transplant  surgery,  most  people  pre- 
fer the  risk  to  the  complications  of  the 
disease.  Shapiro  says  a  prospective 
transplant  recipient  will  tell  him,  "Go 
ahead  and  do  it.  I  don't  want  to  be 
blind  and  an  amputee."  Ehrlich  re- 
members being  very  depressed 
about  the  quality  of  his  life  before  the 
surgery,  so  he  had  no  hesitations 
about  the  experimental  procedure. 

The  results.  Ehrlich  has  not  devel- 
oped further  symptoms  of  the  diabe- 
tes-associated problems  that  racked 
his  body  before  the  transplant,  but, 


Shapiro  cautions,  "we  haven't  proved 
we  can  prevent  or  arrest  diabetes' 
secondary  complications." 

Preliminary  studies  at  the  Univer- 
sity of  Minnesota  on  the  development 
of  diabetic  retinopathy  reveal  that  in 
three  years  after  the  transplants, 
there  is  no  real  difference  between 
people  who  got  a  kidney  and  a  pan- 
creas, and  those  who  got  the  kidney 
alone.  "After  the  three-year  mark 
however,"  Shapiro  points  out,  "the 
pancreas  patients  stabilized,  while  in 
others,  eye  disease  continued  to 
progress."  German  scientists  have 
found  that  peripheral  vascular  dis- 
ease may  be  reversed  relatively 
quickly  after  a  pancreas  transplant. 

While  surgeons  await  greater  evi- 
dence that  the  pancreas  transplant  is 
worthwhile.  Alba  Ehrlich  says  that  for 
the  first  time  since  they  were  married 
15  years  ago,  she  feels  confident  she 
can  look  forward  to  a  future  with  her 
husband.  "We  can  make  plans,"  she 
says.  They  want  to  go  on  a  cruise— 
the  cost  of  which  is  equal  to  a 
monthly  bill  for  dialysis.  At  those 
costs,  Ehrlich,  and  those  who 
cheered  him  on,  hope  he  keeps  his 
new  kidney  and  pancreas. 
(Note:  Reprinted  with  permission 
from  Wellbeing  Magazine,  Beth  Isreal 
Hospital,  Boston.  ©The  Beth  Isreal 
Corp.,  1989.) 


Simple  diabetes  test 

(Continued  from  page  4) 
Massimo  Trucco,  M.D.,  who  pio- 
neered the  test.  If  high  risk  is  detect- 
ed, he  adds,  the  child  can  be  closely 
monitored  to  prevent  a  life-threaten- 
ing crisis  should  diabetes  develop. 

"We  may  not  be  able  to  prevent 
diabetes,  but  we  will  have  that  per- 
son in  the  system,"  says  James  R. 
Gavin  111,  M.D.,  Ph.D.,  chief  of  the  dia- 
betes section  at  the  University  of 
Oklahoma  Health  Sciences  Center. 

Through  analysis  of  a  small  blood 
sample,  medical  laboratories  can  de- 
termine in  24  hours  a  patient's  risk  of 
developing  type  I  diabetes,  says  Dr. 
Trucco,  associate  professor  of  pedi- 
atrics, human  genetics  and  epidemi- 
ology at  the  University  of  Pittsburgh 
School  of  Medicine. 

Scientists  believe  insulin-depen- 
dent diabetes  mellitus  is  an  inherited 
disease  in  which  the  body's  immune 
system  mistakenly  wipes  out  healthy 
insulin-producing  cells  located  in  the 
pancreas.  Searching  for  a  genetic 
clue  to  the  misguided  attack,  Dr. 
Trucco  and  his  colleagues  focused 
on  genes  responsible  for  human  leu- 
kocyte antigen  (HLA),  proteins  that 
help  the  body's  immune  system  zero 
in  on  invaders. 

Pinpointing  one  specific  position 
on  a  gene  called  HLA-DO,  they  found 
that  certain  amino  acids— building 
blocks  from  which  proteins  are  con- 
structed—appear to  hold  the  key.  In 
a  spot  where  most  people  have  gene 
pairs  with  either  one  or  two  aspartic 
acids,  most  type  1  diabetics  have  two 
acids  that  aren't  aspartic.  Without  as- 
partic  acid   at   the   right   spot.    Dr. 


Trucco  notes,  the  insulin-producing 
beta  cells  are  extremely  vulnerable  to 
"killer"  T  cells  of  the  frnmune  system. 

A  study  by  Dr.  Trucco  and  his  col- 
leagues found  that  a  non-aspartic/ 
non-aspartic  gene  pairing  at  the  criti- 
cal position  signaled  a  107-times- 
greater  risk  of  developing  type  1  dia- 
betes. Since  this  genetic  marker  is  at 
least  10  times  more  predictive  than 
any  other  known  HLA  marker,  the 
next  step  was  finding  a  practical  way 
to  test  for  it  without  using  radioactive 
materials  or  requiring  expertise  in 
molecular  biology.  The  development 
of  a  simple  test,  involving  inspection 
of  genetic  material  from  white  blood 
cells,  was  announced  at  the  Ameri- 
can Diabetes  Association's  scientific 
sessions  in  1989. 

The  exact  sequence  of  events  that 
leads  to  beta  cell  destruction  is  still  a 
mystery.  So  is  the  identity  of  any 
other  gene  that  may  play  a  part  in  di- 
abetes susceptibility.  Dr.  Trucco 
notes.  "Actually,  we  are  killing  our- 
selves to  find  it." 

Unlike  earlier  antibody  tests,  the 
new  procedure  predicts  risk  before 
the  destruction  of  insulin-producing 
cells  has  started.  In  the  future,  the 
new  test  might  be  a  step  in  prevent- 
ing type  I  diabetes,  perhaps  by 
thwarting  T  cells  before  they  attack. 

"One  of  these  days  it's  going  to  be 
pretty  important  to  identify  someone 
at  risk,"  says  Charles  M.  Clark  Jr., 
M.D.,  past  president  of  the  ADA. 
"And  we're  going  to  be  able  to  do 
something  about  it." 

(Note:  This  article  appeared  Spring. 
1990  in  the  News-Press,  Ft.  Meyers, 
FL) 
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Erythropoietin  —  an  update 


(Editor's  Note:  Many  diabetics  expe- 
rience renal  failure  and  must  choose 
kidney  transplantation  or  dialysis 
treatments.  Often,  the  long-term  dia- 
betic with  kidney  disease  already  has 
advanced  cardiovascular  problems 
before  dialysis  is  needed.  Many 
times  diabetics  do  not  handle  dialysis 
treatment  well  and  do  much  better 
with  a  kidney  transplant.  The  NFB  Di- 
abetics Division  Committee  on  Renal 
Problems  recommends  that  diabetics 
who  must  choose  between  transplan- 
tation and  dialysis,  give  strong  con- 
sideration to  having  a  kidney  trans- 
plant.) 

As  reported  in  the  last  issue  of 
Common  Concerns,  the  Food  and 
Drug  Administration  has  approved 
the  use  of  erythropoietin  (EPO)  to 
treat  anemia  in  people  with  chronic 
renal  failure.  The  Health  Care  Financ- 
ing Administration  announced  that 
Medicare  will  pay  for  part  of  the  cost 
of  the  drug.  Here  are  some  com- 
monly asked  questions  and  answers 
about  EPO. 

WHAT  IS  ANEMIA? 

Anemia  is  a  medical  term  which 
means  the  body  does  not  produce 
enough  red  blood  cells.  Red  blood 
cells  are  the  means  by  which  blood 
carries  oxygen  to  the  tissues  and  car- 
bon dioxide  back  to  the  lungs.  Peo- 
ple who  are  severely  anemic  often 
feel  tired,   dizzy,   cold,   have   head- 


aches, and  have  trouble  tolerating 
activity  or  exercise.  The  body's  red 
blood  cell  production  is  regulated,  in 
part,  by  a  hormone  called  erythropoi- 
etin. The  kidney  is  the  major  site  of 
erythropoietin  production  in  adults. 

WHAT  CAUSES  ANEMIA? 

Many  people  with  kidney  failure 
are  severely  anemic.  The  primary 
reason  for  this  is  that  people  with  kid- 
ney failure  do  not  produce  enough 
erythropoietin.  The  process  of  hemo- 
dialysis itself  can  also  contribute  to 
anemia  because  of  red  blood  cell 
loss,  but  usually  not  to  a  significant 
degree. 

HOW  IS  THE  DEGREE  OF  ANEMIA 
MEASURED? 

The  degree  to  which  a  person  with 
kidney  failure  is  anemic  can  be  mea- 
sured by  testing  a  blood  sample  to 
determine  the  person's  hematocrit 
level.  The  hematocrit  level  is  ex- 
pressed in  a  number.  The  number 
represents  the  amount  of  red  blood 
cells  in  your  blood  in  relation  to  your 
total  blood  volume.  You  may  wish  to 
consult  a  member  of  your  medical 
team  to  discuss  your  current  and  op- 
timal hematocrit  levels. 

HOW  IS  ANEMIA  TREATED? 

The  approved  method  of  treatment 
for  severe  anemia  has  been  blood 
transfusions.  Many  people  with 
chronic  kidney  failure  have  received 


blood  transfusions  on  a  regular  basis 
for  long  periods  of  time.  As  with  most 
treatments,  there  are  risks  involved 
with  blood  transfusions.  One  risk  is 
the  build-up  of  antibody  levels  which 
can  decrease  a  person's  chance  of 
having  a  successful  kidney  trans- 
plant. With  EPO,  some  people  with 
chronic  renal  failure  can  have  their 
anemia  treated  successfully  without 
blood  transfusions. 

WHAT  IS  EPO? 

The  drug  industry  has  created  hu- 
man erythropoietin  using  genetic  en- 
gineering. In  this  process,  the  human 
genetic  code  is  used  to  instruct  cul- 
tured cells  to  make  large  amounts  of 
hormone.  This  new  drug,  recombi- 
nant human  erythropoietin  (EPO), 
has  been  used  experimentally.  Stud- 
ies from  these  experiments,  called 
clinical  trials,  show  that  people  are 
less  anemic  and  have  fewer  anemic 
symptoms  after  being  treated  with 
EPO.  These  clinical  trials  were  done 
on  groups  of  people  on  hemodialy- 
sis. There  are  clinical  trials  being 
done  now  on  groups  of  people  on 
peritoneal  dialysis. 

WHAT  ARE  THE  SIDE  EFFECTS  OF 
EPO? 

The  most  common  side  effects  re- 
ported from  the  clinical  trials  are  in- 
creased high  blood  pressure,  sei- 
zures related  to  high  blood  pressure, 
clotting,  and  access  problems.  If  you 


take  EPO,  your  medical  team  will 
monitor  you  carefully  for  these  com- 
plications, which  can  be  controlled  in 
most  cases. 

HOW  MUCH  DOES  EPO  COST  AND 
WHO  CAN  GET  EPO? 

ESRD  facilities  are  reimbursed  a 
fixed  amount  (called  a  composite 
rate)  for  each  dialysis  treatment. 
Medicare  proposes  that  the  cost  of 
EPO  given  to  dialysis  patients  be 
paid  for  by  adding  $40  to  the  ESRD 
facility's  composite  rate  payment 
each  time  EPO  is  given.  If  high  doses 
(10,000  units  or  more)  of  EPO  are 
given,  an  additional  $30  can  be  au- 
thorized each  time  with  medical  justi- 
fication. The  approximate  average 
cost  per  year  for  a  person  receiving 
EPO  would  be  $4,000  -  $6,500.  Medi- 
care will  pay  80%  of  the  cost  of  EPO 
for  each  Medicare  dialysis  patient  re- 
ceiving this  drug. 

Because  of  possible  side  effects  or 
other  existing  medical  conditions,  not 
all  people  on  dialysis  may  be  candi- 
dates to  receive  EPO.  If  you  have  any 
questions  or  need  further  information 
about  EPO,  contact  a  member  of 
your  medical  team. 

(Note:  This  article  appeared  in  Com- 
mon Concerns,  Volume  2,  Number  3, 
September,  1989.  Published  by  Re- 
nal Network  Consumer  Committee.) 


You  asked 


by  John  S. 

QUESTION: 

How  do  I  legally  designate  that  I 
wish  to  be  an  organ  and/or  tissue  do- 
nor, and  what  ensures  that  my  gift 
will  be  honored? 

ANSWER: 

It  is  relatively  easy  to  designate 
you  want  to  be  a  donor,  and  thought- 
ful and  informed  communication  is 
the  best  way  to  ensure  someone  will 
benefit  from  your  gift. 

First,  a  bit  of  history:  In  1968,  as  a 
result  of  the  encouraging  prospects 
for  organ  and  tissue  transplantation, 
the  Conference  of  Commissioners  on 
Uniform  State  Laws  proposed  the 
Uniform  Anatomical  Gift  Act  (UAGA), 
which  was  eventually  passed  by  Con- 
gress and  adopted  by  all  50  states 
and  the  District  of  Columbia.  It  allows 
individuals  the  right  to  make  anatomi- 
cal gifts  for  the  purposes  of  trans- 
plantation, therapy,  medical  research, 
or  education. 

This  Act  introduced  two  popular  al- 
ternatives for  you  to  indicate  your 
wish  to  be  a  donor:  signing  a  donor 
card  or  indicating  it  in  the  space  pro- 
vided on  a  driver's  license.  Donor 
cards  are  available  from  your  local  or- 
gan procurement  organization.  Both 
the  donor  card  and  the  driver's  li- 
cense require  two  witness'  signa- 
tures. Their  advantage  is  that  they 
can  be  conveniently  carried  in  a  wal- 


Hoff,  Esq. 

let  or  purse  for  verification.  Their  dis- 
advantage is  that  they  may  become 
separated  from  the  holder  while  he  or 
she  receives  treatment  at  a  hospital 
and  therefore  may  not  be  noticed  by 
hospital  personnel. 

Two  other  ways  you  may  formally 
indicate  your  desire  to  donate  are  in 
a  Living  Will  or  in  a  Last  Will  and  Tes- 
tament. The  Living  Will  essentially  al- 
lows you  to  specify  that,  in  the  event 
of  suffering  some  severe  injury  or  ill- 
ness that  is  terminal,  you  are  refusing 
any  life-sustaining  procedures  and 
will  be  permitted  to  die  naturally. 
Most  states  have  a  space  on  the  Liv- 
ing Will  for  you  to  specify  what  treat- 
ment you  do  or  do  not  want.  The  op- 
tion to  become  an  organ  and/or  tis- 
sue donor  may  be  indicated  here. 
(You  should  know  that  if  you  wish  to 
become  an  organ  donor,  medical 
staff  will,  after  you  have  been  de- 
clared dead,  keep  your  body  on  a 
ventilator  to  maintain  blood  flow  to 
the  organs  for  the  purpose  of  trans- 
plantation.) You  may  also  indicate  the 
wish  to  become  an  organ  and/or  tis- 
sue donor  by  making  a  provision  in 
your  Last  Will  and  Testament;  howev- 
er, it  is  not  necessary  to  include  a 
statement  about  donation  in  your  Will 
if  you  have  already  signed  a  donor 
card  or  indicated  your  gift  on  your 
driver's  license. 

These  four  options,  though  viable 


and  legal  in  every  way,  come  with  a 
strong  caveat. 

In  each  case,  you  should  bring 
any  written  declarations  to  the  atten- 
tion of  your  family  members.  At  the 
time  of  your  death,  your  legal  next- 
of-kin  will  be,  by  law,  advised  of  the 
opportunity  to  donate  organs  and  tis- 
sues for  transplantation,  and  be 
asked  to  give  formal  consent  for  this 
gift.  You  may  know  this  as  the 
"Routine  Inquiry"  or  "Required 
Request"  Law,  which  was  adopted  in 
1986  by  the  federal  government.  This 
law  also  specifies  the  order  of  family 
members  who  can  make  the  deci- 
sion: your  spouse,  an  adult  son  or 
daughter,  either  parent,  and  then  an 
adult  brother  or  sister.  Since  donor 
cards  and  driver's  licenses  require 
two  witness  signatures,  it  would  be  to 
your  advantage  if  these  witnesses 
were  members  of  your  family. 

When  hospital  staff  are  in  posses- 
sion of  a  document  such  as  the  do- 
nor card  or  driver's  license,  they  may 
use  this  document  to  inform  a  family 
about  their  loved  one's  intention  to 
donate. 

Most  often,  families  who  learn  that 
a  donor  card  exists  will  comply  with 
their  loved  one's  wishes. 

If  you  should  change  your  mind 
about  donating,  you  may  destroy 
your  donor  card,  cover  over  the 
statement  on  your  driver's  license 
(be  sure  to  notify  the  Department  of 
Motor  Vehicles  the  next  time  you  re- 
new your  license),  or  execute  a  docu- 


ment revoking  the  gift  from  your  Will. 

You  may  be  interested  to  know 
that  in  1987,  in  response  to  the  pub- 
lic's and  medical  community's  grow- 
ing concern  over  the  shortage  of 
available  organs  for  transplantation, 
the  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws  made 
several  revisions  to  the  Uniform  Ana- 
tomical Gift  Act.  The  new  Act  would, 
among  other  changes,  make  it  un- 
necessary to  have  witnesses  on  the 
donor  card  and  restate  more  clearly 
that  a  donor  may  give  even  if  the  do- 
nor's next-of-kin  does  not  agree  to 
the  donation.  The  Revised  Uniform 
Anatomical  Gift  Act  (RUAGA)  has 
been  distributed  to  individual  states 
and  American  territories  for  consider- 
ation and  adoption.  To  date  federal 
legislators  have  not  sanctioned  any 
changes  to  the  original  Act.  Naturally, 
we  can  expect  much  debate  before 
any  changes  are  made. 

In  conclusion,  although  there  are 
several  ways  to  declare  your  wish  to 
donate,  the  final  decision  is  left  to 
your  next-of-kin.  So  please  discuss 
your  decision  with  your  family  and 
with  others  important  to  you  and  your 
family:  friends,  clergy,  physicians, 
and  lawyers. 

For  more  information,  contact  the 
Washington  Regional  Transplant 
Consortium. 

(Note:  The  above  appeared  April, 
1990  in  Wetlspring.  a  pamphlet  pub- 
lished by  the  Washington  Regional 
Transplant  Consortium.) 
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A  celebration  of  life 

by  Royanne  R.  Hollins 


Royanne  R.  Hollins  says  that  life  is 
wonderful  and  precious  and  "there 
Is  so  much  to  look  forward  to  in  the 
future." 

It  is  wonderful  to  be  alive.  What 
does  it  mean  to  "celebrate"?  It 
means  to  (1)  perform  with  appropri- 
ate rites,  (2)  honor  with  ceremonies, 
or  (3)  extol.  It  is  wonderful  to  be  alive! 
A  celebration  of  life. 

Diabetes  ...  why  me?  Oooh,  that  is 
the  "D"  word,  isn't  it?  It  is  not  won- 
derful having  diabetes.  Those  of  us 
with  diabetes  have  a  lot  to  do.  We 
must  test  our  blood  sugars,  work 
closely  with  our  health  care  team  to 
set  appropriate  goals  for  our  lives, 
watch  our  diets  carefully,  and  take 
extra  care  of  ourselves  that  others  do 
not  have  to  be  concerned  about.  Life 
is  not  easy  for  people  with  diabetes. 
Balance  is  a  key  in  our  lives.  We  are 
constantly  walking  a  tightrope  that  is 
tightly  strung.  If  the  tightrope  sways 
too  far  to  the  left  or  to  the  right  then 
we  may  have  problems. 

So,  what  about  this  life  we  have  to 
live?  Well,  personally,  I  would  not 
trade  this  life  for  any  other.  I  may  not 
enjoy  diabetes,  but  I  enjoy  my  life! 
Life  is  wonderful.  Life  is  precious. 

Diabetic  complications  ...  why  me? 
Oooh,  that  is  the  "D.C."  term,  isn't  it? 
It  is  terrible  to  think  about.  I  do  not 
know  why  I  have  these  complica- 
tions. I  do  know,  however,  that  there 
Is  a  greater  plan  for  my  life  that  I  am 
not  personally  aware  of  at  the 
present  time.  Sure,  there  are  troubles 
with  my  complications  and  any  com- 
plications of  diabetes.  These  troubles 
and  complications  are  not  so  won- 
derful. There  is  a  lot  that  needs  to  be 
done  when  you  experience  complica- 
tions. In  my  case,  there  is  the  neces- 
sary education  for  life  skills,  mobility 
training  with  the  white  cane  and/or 
guide  dog,  overcoming  embarrass- 
ment. Braille  lessons  and  special 
needs.  I  am  special  after  alll 

1  would  not  trade  this  life  with  any- 
one. Life  is  wonderful.  Life  is  pre- 
cious. Life  is  special. 

Throughout  the  years  of  living  with 
diabetes  and  coping  with  complica- 
tions, 1  have  met  some  absolutely  su- 
per, special  people.  I  cannot  stress 


the  words  "super"  and  "special" 
enough.  There  are  the  other  people 
with  diabetes  that  I  have  met  and  net- 
worked with.  I  now  have  more  friends 
with  diabetes  than  acquaintances 
without  diabetes.  Some  of  these 
friends  have  experienced  life-threat- 
ening obstacles  with  their  complica- 
tions. They  have  been  an  inspiration 
to  me  more  than  they  will  ever  know. 
Some  of  these  friends  have  not  expe- 
rienced any  complications  at  all.  They 
are  some  of  the  lucky  ones.  My 
health  care  team  has  been  tremen- 
dous. The  endocrinologist  is  the 
"team  leader".  He  is  as  close  to  a 
"perfect"  doctor  as  you  can  get.  The 
ophthalmologist  is  very  caring  and 
optimistic  at  all  times.  Several  of  the 
nurses  involved  on  the  team  are  very 
special  friends  of  mine.  They  reach 
out  to  my  humanity  and  not  just  my 
disease.  They  are  intimately  involved 
in  education  and  support  of  all  kinds. 
The  dietitian  on  the  team  is  involved 
in  re-education,  having  to  explain  the 
"new  and  improved"  diabetic  meal 
plan. 

These  special  people  have 
touched  numerous  lives,  not  just 
mine,  in  special  ways.  They  have 
touched  our  lives  through  our  individ- 
ual needs.  Each  of  us  have  been 
touched  in  different  ways.  Some  by 
the  caring  of  the  physician.  Some  by 
the  optimism  of  the  physician.  Some 
by  the  support  and  interaction  with 
the  nurses.  Some  by  much  needed 
education  from  others  on  our  team. 
This  is  all  a  part  of  our  celebration  of 
life. 

1  would  not  trade  my  life  with  any- 
one. Oh,  sure  it  is  not  the  greatest 
thing  living  with  diabetes,  but  this  life 
is  a  celebration  of  life.  If  1  were  able  to 
live  my  life  without  diabetes,  1  would 
do  so  gladly!  Life  is  wonderful.  Life  is 
precious.  Life  is  special.  Life  is  a  cele- 
bration. 

Yes,  this  is  a  celebration  of  life.  We 
don't  sit  down  and  quit.  There  is  so 
much  to  look  forward  to  in  the  future. 
We  can  help  one  another,  hold  one 
another  up.  We  can  lean  on  one  an- 
other as  necessary  without  feeling 
guilty  or  burdensome.  Many  of  us 
have  children  to  raise  in  a  moral  and 
upright  manner  ...  what  a  challenge. 
Many  of  us  are  experiencing  diabetic 
complications  of  various  severity  ... 
eye  disease,  blindness,  kidney  mal- 
function, amputation,  heart  problems 
...  more  challenges. 

Challenges  strengthen  us.  We  are 
living  a  celebration  of  life  daily.  It  may 
not  seem  like  it  at  the  time,  but  we 
are  all  part  of  a  bigger  plan  that  we 
may  not  understand  right  now,  and 
that  is  okay.  We  are  given  this  pre- 
cious gift  of  life  to  live  in  celebration. 

In  honor  of  this  celebration  of  life, 
let's  help  one  another  ...  volunteer 
some  of  our  time  to  talk  with  others  ... 
share  our  compassion  and  knowl- 
edge with  others.  We  can  help.  We 
do  make  a  difference. 

This  is  a  celebration  of  life! 
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Look  at  the  fine  print 

by  Claire  Hammer,  R.D. 


Reading  food  labels  can  be  time 
consuming  and  confusing.  But  with  a 
little  practice  you  will  find  the  informa- 
tion on  them  not  only  helpful  but  fun 
to  read  and  compare. 

With  so  many  Americans  being 
calorie  conscious,  the  variety  of 
foods  bearing  the  terms  "low  calo- 
rie," "reduced  calorie,"  "light,"  "lite," 
"low  sugar"  or  "diet"  has  become  al- 
most overwhelming.  You  will  most 
likely  be  attracted  to  products  having 
these  terms  on  their  labels  but  you 
need  to  read  a  little  further  for  the  de- 
tails. 

Quite  often  the  terms  "reduced 
calorie,"  "light,"  or  "lite"  will  have  the 
same  meaning.  The  calories  certainly 
have  tJeen  reduced  from  the  original 
regular  product,  but  that  doesn't 
mean  that  the  calories  are  reduced  to 
nothing!  For  example,  1  T.  of  a  regu- 
lar mayonnaise  will  contain  about  100 
calories.  1  T.  of  a  LIGHT,  REDUCED 
CALORIE  mayonnaise  will  contain  45 
calories.  Quite  a  savings  but  still  not 
low  enough  to  be  considered  a  free 
food  choice.  The  advantage  to  you  is 
that  you  may  use  1  T.  of  the  LIGHT, 
REDUCED  CALORIE  mayonnaise 
and  count  it  as  1  fat  choice.  If  you 
had  used  the  regular  mayonnaise 
(too  calories/tablespoon),  you  would 
have  to  count  it  as  2  fat  choices.  (Ac- 
tually it  is  a  little  over  2  choices,  but 
that's  close  enough.) 

You  may  be  thinking  that  1  T.  is 
more  than  you  may  want  to  use,  on 
your  sandwich  for  instance.  Use 
about  1  tsp.  of  the  LIGHT,  REDUCED 
CALORIE  mayonnaise  (about  15  cal- 
ories) and  you  would  not  have  to 
count  this  if  done  only  once  a  day. 

Some  LIGHT,  REDUCED  CALORIE 
salad  dressings  can  be  as  low  as  6 
calories/tablespoon.  This  is  low 
enough  that  you  would  not  have  to 
count  1  tablespoon.  But  if  you  use 
more  than  1  tablespoon  remember 
the  calories  will  be  more  also. 

As  you  can  see  "light,"  "lite"  or 
"reduced  calorie"  foods  certainly  do 
have  their  place  in  your  meal  plan. 
But  you  do  have  to  read  labels  care- 
fully. 

"Low  sugar"  products  are  also 
something  that  you  might  want  to 
check  out.  Many  "low  sugar"  fruit 
spreads  are  both  tasty  and  fairly  low 
in  calories.  (Manufacturers  are  not 
permitted    to    call    these    products 


"jam"  or  "jelly"  because  the  sugar 
content  does  not  meet  the  standard 
for  a  true  jam  or  jelly.)  Many  low 
sugar  spreads  are  about  half  the  cal- 
ories of  regular  jam  or  jelly,  about  2 
tsp.  =  16  calories  compared  with  35 
calories  of  real  jam  or  jelly.  If  you  only 
used  1  tsp.  (8  calories)  you  would  not 
have  to  count  this  small  amount. 

As  soon  as  you  go  to  the  dietetic 
foods  section  of  your  grocery  store 
you  will  notice  a  rise  in  prices.  Many 
of  the  foods  in  this  section  are  unnec- 
essary but  you  may  be  interested  in  a 
few.  For  instance,  you  may  be  able  to 
find  a  salad  dressing  that  is  practi- 
cally calorie  free.  Many  of  them  con- 
tain only  1  or  2  calories  per  table- 
spoon. If  you  are  on  a  very  low  calo- 
rie meal  plan  you  may  want  to  try 
some  of  these  items.  However  just 
because  an  item  is  in  the  dietetic 
foods  section  of  the  store,  don't  as- 
sume that  it  is  OK  for  your  meal  plan 
without  still  checking  out  the  fine 
print.  Some  foods  in  that  section  of 
your  store  are  not  that  low  in  calories 
and  "dietetic"  may  refer  to  a  product 
that  is  low  in  sodium  or  cholesterol 
and  may  be  loaded  with  sugar  and 
calories. 

"Sugar-free"  foods  are  attractive 
to  many  people.  Again  read  the  label 
to  see  if  there  may  be  other  ingredi- 
ents in  the  food  that  could  contribute 
calories.  Sugar-free  soft  drinks  are 
practically  calorie  free  and  certainly 
acceptable  for  you  to  drink.  On  the 
other  hand  a  box  of  sugar-free  instant 
pudding  mix  would  have  other  ingre- 
dients in  it  to  give  you  a  few  calories 
which  should  be  counted  into  your 
meal  plan. 

Many  of  these  foods  that  only  con- 
tribute a  few  calories  do  not  have  to 
be  counted.  However  if  you  eat  a 
good  variety  of  them  each  day  or 
maybe  a  larger  serving  of  one  of 
them  in  a  day,  the  calories  could  cer- 
tainly add  up.  A  good  rule  of  thumb  is 
that  you  are  allowed  60  FREE  calo- 
ries each  day  in  foods  of  this  type.  So 
if  you  are  going  to  use  a  significant 
amount  of  these  types  of  foods,  keep 
the  number  60  in  mind. 

As  with  anything,  figuring  out 
these  labels  can  be  discouraging  un- 
til you've  mastered  it.  In  the  mean- 
time do  not  hesitate  to  ask  your  dieti- 
tian about  any  food  product  you  may 
want  to  know  about. 
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Ann  Terry  is  a  registered  dietitian. 
She  works  at  the  State  Hospital  In 
Fulton,  Missouri  and  at  the  Veteran's 
Administration  Hospital  of  Columbia, 
Missouri.  She  graciously  calculates 
the  diabetic  exchanges  and  food  val- 
ues for  our  recipes. 

Send  your  great  ideas  to  the  edi- 
tor. He  is  the  official  taste  tester  and 
needs  recipes  to  test  his  taster. 


Salmon  Loaf 

Submitted  by  Gail  Bryant 
From  Columbia,  MO 


1  (16  02.)  can  pink  salmon 
1/2  cup  skim  milk 

1/4   cup   lowfat   margarine,    melted 

(one  half  stick) 
1/3  cup  salmon  liquid 
3  cups  bread  crumbs 
3  egg  yolks,  beaten 

2  tbs.  chopped  green  pepper 

2  tbs.  finely  chopped  onion 
1  tbs.  lemon  juice 

3  egg  whites,  stiffly  beaten 

Drain  salmon;  save  liquid.  Flake 
salmon;  heat  milk,  add  bread  crumbs 
and  margarine.  Let  stand  five  min- 
utes. Add  salmon  liquid  and  beat  un- 
til smooth.  Add  egg  yolks,  green 
pepper,  onion,  one  tablespoon 
lemon  juice  and  salmon.  Mix  well. 
Fold  in  egg  whites.  Pour  into  well 
greased  loaf  pan  or  casserole.  Bake 
at  350  degrees,  40  to  50  minutes  or 
until  firm  in  center.  Remove  from 
oven.  Let  stand  five  minutes.  Invert 
onto  serving  plate  and  serve  with  or 
without  favorite  sauce. 

Yield:  6  servings;  Calories:  330/ 
serving;  Diabetic  Exchange:  3  meats 
(medium  fat),  1  bread,  1/2  fat. 

BIsquit  TortonI 
Note:  This  recipe  appeared  in  the 
book   The  Doctor's  Wife's  Thinking 


Thin  Cool<book,  by  Eleanor  Rubin.  It 
sounds  just  great! 

1  cup  water,  chilled 

1  cup  nonfat  dry  milk 

1/4  cup  lemon  juice 

1  Tbs.  sugar 

Sugar  substitute  equal  to  1/2  cup 

sugar 

1  Tbs.  Sherry 

1/2  Tbs.  almond  extract 
1/2  tsp.  vanilla  extract 

2  Tbs.  ground  almonds 

Chill  a  small  bowl  and  beaters, 
then  beat  the  chilled  water  and  dry 
milk  until  the  mixture  begins  to  thick- 
en. Add  lemon  juice  and  beat  until 
this  mixture  is  thick.  Next  add  the  1 
Tbs.  sugar  and  sugar  substitute  and 
continue  beating  until  the  mixture  is 
as  thick  as  cream.  Fold  in  the  sherry 
and  extracts  and  spoon  into  paper 
cups  (4  ounce  size).  Sprinkle  al- 
monds on  top  and  freeze.  Makes 
about  10  portions. 

Yield:  10;  Calories:  45;  Exchang- 
es: 1/2  skim  milk 


Salsa  (for  canning) 

Submitted  by  Frances  Allen 
From  Columbia,  MO 


6  lbs.  firm  ripe  unblemished  toma- 
toes (about  1 2  large) 
1  lb.  yellow  onion  (about  2  large) 
1  lb.  green  pepper  (2  large) 
1  large  red  pimento  pepper 
1-1(2  cup  distilled  white  vinegar 

1  tbs.  plus  1  tsp.  salt 

2  tsp.  dry  mustard 

2  tsp.  granulated  sugar  substitute 
2  tsp.  chili  powder 
3/4  tsp.  ground  cumin 
1/2  tsp.  ground  black  pepper 
1/4   tsp.   crushed   red   hot   pepper 
flakes 

Peel,  chop  tomatoes  (I  chop  with 
knife);  allow  to  drain  in  a  colander. 
Chop  onions  &  pepper.  In  a  large  pot 
over  high  heat,  combine  all  ingredi- 
ents; bring  to  a  boil.  Reduce  heat  to 
medium  and  cook,  stirring  occasion- 
ally (45  minutes).  Stir  frequently. 
Keep  boiling.  Fill  sterilized  jars  and 
seal  lids.  Allow  1/4  inch  of  headspace 
and  wipe  rims  with  clean  cloth  before 
sealing.  Makes  4  pts. 

This  can  be  cooked  in  an  oven  at 
350  degrees. 

Yield:  4  pints;  Calories:  25  per  Vt 
cup;  Diabetic  Exchanges:  1  vegeta- 
ble. 
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I  New  book:  Walking  Alone  and 


Marching  Together 


NOW  AVAILABLE 


Walking  Alone  and  Marching  Together:  A  History  of  the  Organized  Blind 
Movement  in  the  United  States,  1940- 1990.  by  Floyd  Matson. 
A  STORY  NEVER  TOLD 

This  book  tells  a  story  —  as  true  as  it  is  dramatic  —  that  has  never  been 
told  before.  It  is  a  story  of  the  epochal  struggle  and  ultimate  triumph  of  a 
singular  American  social  movement,  that  of  the  organized  blind,  which 
evolved  over  the  space  of  half  a  century  from  a  small  vanguard  of  visionary 
men  and  women  into  a  nationwide  community  of  fifty  thousand  members 
—  recognized  throughout  the  world  as  a  major  force  in  the  field  of  blind- 
ness and  civil  rights. 

Unlike  previous  histories  of  blindness  and  the  blind,  which  have  dealt  al- 
most entirely  with  the  work  of  benefactors  and  agencies  for  the  blind,  this 
magisterial  study  by  a  distinguished  cultural  historian  —  Floyd  Matson  — 
breaks  new  ground  in  focusing  upon  the  actions  and  aspirations  of  the  or- 
ganized blind  themselves.  It  follows  the  progress  of  the  movement  from  its 
historical  origins  in  the  remote  past  to  the  pioneering  adventure  of  its 
founding  in  1940,  then  through  the  early  years  of  lonely  struggle  for  the 
right  of  the  blind  to  organize  (indelibly  associated  with  the  name  of  John  F. 
Kennedy).  Then  we  see  the  turmoil  of  "civil  war,"  followed  by  renewed  har- 
mony, and  explosive  growth  in  both  size  and  stature  —  as  symbolized  by 
the  establishment  of  the  multi-faceted  National  Center  for  the  Blind. 


©1990, 11 16  pages 

ISBN0-9624122-1-X 

$30.00 

362.4' 15763'0973 
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Black  and  White 

Photographs 

Index 

Bibliographies 

Biographies 


FOR  THE  FIRST  TIME,  The  Struggles  of  the  Blind  as  an  Emerging  Mi- 
nority in  the  United  States  -  in  their  words  and  from  their  viewpoint . . . 

"A  landmark  publication?  Absolutely!  I  recommend  this  text  for  all  univer- 
sity or  high  school  level  teachers  or  libraries  concerned  with  American  his- 
tory, post-war  politics,  social  studies,  minority  rights,  affirmative  action  phi- 
losophy, or  'the  handicapped'. " 

Allen  Harris 

Chairman,  Social  Studies  Department  and 

Chairman,  Curriculum  Council,  Edsel  Ford 

High  School,  Dearborn,  Michigan 

"...a  fascinating  story  of  the  rise  of  one  segment  of  American  society  to 
first-class  citizenship  based  on  its  own  grassroots  efforts. " 

John  IHaiverson 

Program  Division  Director, 

Federal  Office  for  Civil  Rights,  Region  VII 

"Eye  care  professionals,  researchers,  and  rehabilitation  specialists  serving 
individuals  facing  vision  loss  will  gain  essential  insight  and  perspective... " 

Eileen  Rivera 

Administrative  Director, 

Wilmer  Vision  Research  and  Rehabilitation  Center, 

Johns  Hopkins  University 

"777/s  book  is  an  important  tool  for  training  professionals  who  work  with  mi- 
nority groups  or  disabled  persons.  Every  educator  who  has  responsibility 
for  designing  and  implementing  programs  to  bring  minority  groups  or  dis- 
abled students  into  the  mainstream  should  know  this  story,  and  no  teacher 
of  the  disabled  should  enter  a  classroom  without  understanding  the  aspira- 
tions of  the  blind  told  in  this  book. " 

Homer  Page,  Ph.D. 

Professor  of  Education 

Graduate  School  of  Education, 

University  of  Colorado  at  Boulder 

Floyd  iVlatson  has  lectured  and  written  widely  in  the  fields  of  minority 
rights,  social  thought,  and  political  action.  He  is  the  author  or  editor  of 
eleven  books  and  is  the  co-author  with  Jacobus  tenBroek  of  Hope  De- 
ferred: Public  Welfare  and  the  Blind  (1959).  He  also  collaborated  with  ten- 
Broek on  the  award-winning  Prejudice,  War  and  the  Constitution  (1954), 
detailing  the  constitutional  implications  of  the  evacuation  of  Japanese 
Americans  from  the  West  Coast  during  World  War  II.  Professor  Matson 
teaches  American  Studies  at  the  University  of  Hawaii. 


Handbook  for  Itinerant  and  Resource  Teachers 
of  Blind  and  Visually  Handicapped  Students 

by  D.  Wilioughby  and  S.  Duffy 


...  Learn  how  to  cope  with  every  type  of  travel  problem  ...  45  Pages  on 
Teaching  Braille  ...  Tips  for  Every  School  Subject  ...  Advice  for  the  New 
Teacher ...  Understanding  Medical  Assessments  ...  Appendix  on  the  Nem- 
eth  Code  and  the  Abacus  ... 

"The  largest,  most  practical  handbook  yet  written  on  the  subject." 

Patricia  IVIunson 
President,  National  Association  of  Blind  Educators 
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$20.00 

371.91'1 
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ORDER  FORM 


You  may  use  credit  card,  institutional  purchase  order,  or  check  made  pay- 
able in  full  to: 

NATIONAL  FEDERATION  OF  THE  BLIND 
1800  Johnson  Street,  '■    •• 

Baltimore,  IVIaryland  21230 
Telephone  (301)  659-9314 

D        Check  or  money  order  enclosed 
D        Charge  to  credit  card  as  follows: 


D  VISA 

n  Discover  Card 


D  Master  Card 
D  Diners  Club 


Card# 


-Expires: . 


Authorized  signature:. 

Mail  to: 

Name  


Organization 
Address 


City,  State,  ZIP 
Telephone 


Send copy/copies  of  Walking  Alone  and  Marching  Together  @ 

$30.00  each  plus  $3.00  each  for  shipping  and  handling. 

Send  copy/copies  of  Handbook  for  Itinerant  and  Resource 

Teachers  of  Blind  and  Visually  Handicapped  Students  @  $20.00  each 
plus  $3.00  each  for  shipping. 


TOTAL:  $ . 


ORDER  FORM 
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Kathilne  Sebranek, 
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The  editor  evaluates  blood  glucose  systems  with  voice  output 

by  Ed  Bryant 


Ed  Bryant,  Editor,  Voice  of  the  Dia- 
betic, evaluates  talking  glucose 
monitoring  systems. 

In  communicating  regularly  with 
blind  diabetics,  health  and  rehabilita- 
tion professionals,  I  am  often  asked 
questions  about  various  glucose 
meters  and  voice  output  devices.  The 
Diabetics  Division  of  the  National 
Federation  of  the  Blind  exists  to  serve 
diabetics,  especially  blind  diabetics. 
As  editor  of  the  Voice  of  ttie  Dia- 
betic I  felt  that  a  straightforward  eval- 
uation, giving  both  good  and  bad 
points  of  each  system,  will  serve  the 
cause  of  our  support  and  information 
network.  I  have  evaluated  all  blood 
glucose  monitoring  systems  with 
voice  output;  keep  in  mind  there  is 
no  one  glucose  monitor  that  is  ideal 
for  everyone.  What  is  comfortable  for 
one  person  may  not  be  for  the  next. 

Most  monitoring  systems  with 
voice  output  include  a  cassette  which 
explains  the  meter's  operation.  It  is 
difficult  to  record  all  pertinent  operat- 
ing data  onto  a  cassette,  so  consum- 
ers ma^  have  questions  about  their 
systems  that  are  not  answered.  Indi- 
viduals shouldn't  feel  bad  about  ask- 
ing their  health  care  team  or  a  friend 
for  assistance.  Once  the  diabetic  is 
familiar  with  his/her  monitoring  sys- 
tem, and  has  used  it  for  awhile,  he  or 
she  should  have  no  trouble  obtaining 


accurate  glucose  readings.  Remem- 
ber the  adage,  "Practice  makes  per- 
fect." 

Glucose  systems  with  voice  output 

1.-    The     DIascan    SVM     Meter: 

Home  Diagnostics,  Inc.,  6  Industrial 
Way  West,  Eatontown,  NJ  07724; 
phone  toll-free;  1-800-342-7226;  in 
NJ  call:  201-542-7788. 

This  monitoring  system  is  easy  to 
use  and  by  far  the  best  I  have  tested. 
I  use  it  everyday.  Its  greatest  asset  is 
that  there  is  no  need  to  put  a  drop  of 
blood  on  the  test  strip  pad;  blood 
smeared  on  the  pad  will  produce  an 
accurate  clinical  reading.  All  other 
monitors  require  a  drop  of  blood  on 
the  test  strip  pad  to  obtain  a  reliable 
reading. 

This  system  has  two  small  box-like 
units.  The  first  unit  is  the  Digi-Voice 
voice  box.  The  Digi-Voice,  manufac- 
tured by  Science  Products,  gives 
voice  output  to  the  Diascan  SVM 
meter,  as  well  as  other  meters  which 
are  discussed  later  in  this  article. 

The  second  unit  is  the  Diascan 
SVM  meter  which  is  mounted  on  a  vi- 
nyl wallet  for  protection.  When  the 
wallet  is  open,  a  short  patch  cord  at- 
taches the  voice  box  and  the  glucose 
meter.  The  meter  and  Digi-Voice  are 
sold  exclusively  by  Home  Diagnos- 
tics and  its  dealers. 

An  over-the-shoulder  tote  bag  is 
included  with  all  orders.  The  com- 
plete set  weighs  about  1  3/4  pounds. 

If  the  voice  box  breaks  down,  a  di- 
abetic, with  a  little  assistance,  can 
still  check  glucose  levels  while  wait- 
ing for  a  replacement  to  arrive. 

An  easy-to-understand  cassette, 
with  clear  operating  instructions  ex- 
plaining this  system,  is  included  with 
all  orders.  A  free  sample  cassette  is 
available  upon  request  by  telephon- 
ing Home  Diagnostics  at  the  number 
shown  above. 

The  suggested  retail  price  for  the 
Diascan  SVM  Meter  with  Digi-Voice, 
which  includes  a  $125.00  manufac- 
turer's rebate,  is  $510.00. 

An  independent  distributor  offers 


the  Diascan  SVM  Meter  with  Digi- 
Voice,  which  includes  a  $125.00 
manufacturer's  rebate,  for  $360.00 
plus  $5.00  handling.  This  is  the  low- 
est price  on  talking  glucose  monitor- 
ing systems  in  the  United  States. 
Continental  Pharmacy  "will  prepare 
and  file  Medicare  and  private  insur- 
ance claim  forms  and  will  wait  for  in- 
surance payments."  This  is  the  only 
company  selling  glucose  meters  with 
voice  output  that  makes  such  a  great 
offer.  Contact:  Continental  Pharmacy, 
Inc.,  3355  Richmond  Rd.,  Suite  191, 
Beachwood,  OH  44122;  phone  toll- 
free:  1-800-677-4323.  Please  see  the 
resource  column  in  this  issue  of  the 
Voice  of  tfie  Diabetic  for  additional 
information  about  this  offer. 

2.  The  Ames  Glucometer-M 
Meter:  Science  Products,  Box  888, 
Southeastern,  PA  19399;  phone  toll- 
free;  1-800-888-7400. 

This  system  has  two  small  box-like 
units  which  are  attached  by  a  patch 
cord.  The  first  unit  is  the  Digi-Voice 
voice  box  and  the  second  unit  is  the 
glucose  meter. 

This  meter  can  store  338  glucose 
readings  and  will  announce  the  aver- 
age glucose  level  of  all  readings  re- 
corded during  the  previous  14  days. 
The  diabetic  should  be  able  to  keep 
his/her  diabetes  under  better  control 
through  closer  monitoring  of  his/her 
condition  and  make  appropriate  ad- 
justments, when  needed. 

A  cassette  explaining  the  Digi- 
Voice  and  Ames  Glucometer-M  meter 
is  included;  however,  there  is  no  in- 
structional tape  explaining  how  to  ob- 
tain a  glucose  reading.  A  tote  bag  is 
not  offered. 

Science  Products  sells  the  Ames 
Glucometer-M  with  Digi-Voice  for 
$459.50  plus  $9.50  handling.  They 
are  the  exclusive  dealers  for  the 
Ames  Glucometer-M  with  Digi-Voice 
voice  box. 

As  I  previously  stated,  the  Digi- 
Voice  is  manufactured  by  Science 
products,  and  supplies  voice  output 
to  three  glucose  meters:  the  Diascan 
SVM  Meter  (1),  the  Ames  Glucome- 
ter-M Meter  (2),  and  the  Lifescan  One 


Touch  Meter  (5).  The  Digi-Voice  is 
extremely  easy  to  use.  It  has  a  vol- 
ume knob  which  can  be  set  for  loud 
or  soft.  There  is  a  toggle  switch  to 
turn  the  unit  on  and  to  have  readings 
repeated.  An  ear  jack  porthole  for  pri- 
vate listening,  an  AC  adapter  port- 
hole, and  the  data  porthole,  which 
connects  the  meter  and  Digi-Voice,  is 
also  located  on  the  box.  The  Digi- 
Voice  comes  with  an  AC  wall  adapter 
and  a  9V  Nicad  rechargeable  battery. 

3.  The  Accu-Check  II  Freedom 
System  Meter:  Boehringer  Man- 
nheim Diagnostics,  Inc.,  9115  Hague 
Road,  Indianapolis,  IN  46250;  phone 
toll-free:  1-800-428-5074. 

This  monitor  has  a  finger  guide  to 
assist  the  user  in  getting  a  drop  of 
blood  onto  the  center  of  the  test  strip 
pad.  Once  a  drop  of  blood  is  on  the 
pad  the  machine  says  "start  the  tim- 
er." Some  blind  diabetics  liked  this 
feature  and  some  had  trouble  getting 
enough  blood  onto  the  pad.  This  is 
one  of  only  two  existing  glucose  sys- 
tems that  offers  a  finger  guide.  The 
Freedom  System  finger  guide  is  defi- 
nitely the  best  available.  Some  dia- 
betics like  finger  guides  and  some  do 
not.  It  may  be  good  for  those  with 
shaky  hands. 

Boehringer  Mannheim  makes  dif- 
ferent types  of  reagent  strips,  so  the 
consumer  needs  to  make  certain  he 
or  she  purchases  the  correct  type. 

The  weight  and  size  of  this  system 
may  be  a  problem  for  some;  it  is 
large  and  heavy,  with  dimensions  of 
approximately  12"  x  12"  x  7"  and  a 
weight  of  about  111/2  pounds. 

An  easy-to-understand  cassette 
explaining  how  to  use  the  system  is 
included  with  all  orders.  The  sug- 
gested retail  price  for  the  Freedom 
System  is  between  $650.00  and 
$700.00. 

4.  The  Beta-Scan  Meter:  British- 
American  Medical,  26941  Cabot 
Road,  Suite  115,  Laguna  Hills,  CA 
92635;  phone  toll-free:  1-800-866- 
1187. 

The  rights  for  this  glucose  system 

(Continued  on  page  22) 
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Editor  evaluates 

(Continued  from  page  21) 
were  previously  owned  by  Orange 
Medical  Instrunnents  from  Costa 
Mesa,  CA.  Orange  Medical  filed  for 
bankruptcy  and  no  longer  exists.  Un- 
fortunately, owners  of  Beta-Scan 
Meters  with  Voice  Output  were  not 
notified.  However,  Beta-Scan  owners 
will  be  happy  to  know  that  Orange 
Medical's  assets  were  purchased  by 
British-American  Medical.  Interested 
persons  can  still  purchase  the  Beta- 
Scan  meter,  and  owners  can  still 
have  their  meters  repaired  and  pur- 
chase TFiEND  strips,  the  reagent 
strips  needed  with  the  Beta-Scan 
meter. 

This  meter  with  voice  is  one  small, 
box-like  unit.  Also,  this  Is  the  only 
glucose  system  with  voice  output  that 
does  not  require  the  calibrating  of 
test  strips;  all  strips  are  pre-calibrat- 
ed.  A  tote  bag  is  included  with  all  or- 
ders. The  complete  set  weighs  about 
two  pounds. 

A  finger  guide  that  is  supposed  to 
help  the  blind  diabetic  get  a  drop  of 
blood  onto  the  test  strip  pad  is  in- 
cluded with  the  system.  I  have  exam- 
ined the  finger  guide  and  found  that 
it's  not  well  constructed. 

There  is  no  instructional  cassette 
included  with  this  system.  Also,  this 
is  the  only  glucose  system  that 
doesn't  allow  private  listening,  be- 
cause it  has  no  ear  jack  connection. 

The  suggested  retail  price  for  the 
Beta-Scan  glucose  meter  with  Voice 
Output  is  $610.00.  The  following 
dealer  sells  the  Beta-Scan  Meter 
(complete  kit)  for  $499.95  plus  $8.00 
handling:  LS  &  S  Group,  P.O.  Box 
673,  Northbrook,  IL  60065;  phone 
toll-free:  1-800-468-4789. 

5.  The  Lifescan  One  Touch  Mem- 
ber: Continental  Pharmacy,  Inc., 
3355  Richmond  Rd.,  Suite  191, 
Beachwood,  OH  44122;  phone  toll- 
free:  1-800-677-4323. 

This  system  has  two  small  box-like 
units  (the  Lifescan  One  Touch  Meter, 
and  Digi-Voice).  The  Digi-Voice  at- 
taches to  the  meter  by  a  short  patch 
cord.  The  unit  is  easy  to  operate,  and 
the  speech  is  easy  to  understand.  It 
comes  with  a  9V  Nicad  rechargeable 
battery. 

I  found  the  One  Touch  system 
fairly  easy  to  use.  However,  some- 
times I  had  trouble  getting  a  large 
enough  drop  of  blood  onto  the  cor- 
rect spot  of  the  test  strip  pad.  Also,  if 
you  bleed  very  much,  blood  may 
cover  part  of  your  meter.  Blood  can, 
of  course,  be  cleaned  up,  but  may  be 
a  bit  messy. 

The  cassette  explaining  how  to 
use  the  system  is  included  with  all  or- 
ders, and  provides  good  directions 
for  using  the  One  Touch  Meter  and 
Digi-Voice. 

If  the  Digi-Voice  ever  breaks  down, 
the  diabetic,  with  a  little  assistance, 
can  still  check  his/her  glucose  levels 
while  waiting  for  a  replacement  to  ar- 
rive. 

As  stated  earlier,  Continental  Phar- 
macy "will  prepare  and  file  Medicare 


and  private  insurance  claim  forms 
and  will  wait  for  insurance  pay- 
ments." 

Continental  Pharmacy  sells  the 
Lifescan  One  Touch  Meter  and  Digi- 
Voice  for  $439.00  plus  $5.00  han- 
dling. This  is  the  lowest  price,  in  the 
United  States,  for  the  One  Touch 
Meter  with  voice  box. 

6.  The  Lifescan  One  Touch 
Meter:  American  Foundation  for  the 
Blind  (AFB),  15  W.  16th.,  New  York, 
NY  10011;  phone  toll-free:  1-800- 
532-5463. 

The  AFB  sells  a  box  called  the 
Touch  and  Talk,  which  gives  voice 
output  to  the  One  Touch  meter.  This 
system  has  two  small,  box-like  units. 
The  Touch  and  Talk  attaches  to  the 
meter  by  a  short  patch  cord. 

As  stated  in  the  previous  evalua- 
tion (5),  I  found  The  One  Touch 
meter  fairly  easy  to  use,  but  some- 
times 1  had  trouble  getting  a  large 
enough  drop  of  blood  onto  the  cor- 
rect spot  of  the  test  strip  pad. 

(Editor's  note:  I  started  to  write  an 
editorial  about  the  following  informa- 
tion, however,  decided  to  have  it 
printed  with  this  article.  Consumers 
should  have  all  the  facts  before 
spending  hard-earned  money  on 
high  priced  commodities).  While  con- 
sidering previously  evaluated  glu- 
cose systems  with  voice  output,  I 
telephoned  the  different  companies 
and  asked  pertinent  questions  about 
their  systems.  They  were  all  conge- 
nial and  more  than  happy  to  provide 
me  with  information  about  their  prod- 
ucts. Any  consumer  should  expect 
good  service  when  dealing  with  ven- 
dors—especially when  the  merchan- 
dise in  which  they  are  interested 
costs  several  hundred  dollars. 

On  May  22,  1990,  I  telephoned  the 
AFB  hotline  number  to  get  details 
about  the  Touch  and  Talk  voice  sys- 
tem and  how  it  worked  with  the  One 
Touch  meter.  I  asked  the  person  who 
answered  my  call  about  the  size  of 
the  Touch  and  Talk,  test  strip  calibra- 
tion procedures,  whether  batteries 
were  rechargeable,  how  the  operat- 
ing instructions  were  explained  to 
blind  persons,  the  cost,  etc.  That  per- 
son said  she  had  no  idea  of  the  in- 
strument's size,  calibration  and  bat- 
tery information.  She  then  said  that 
"it"  must  give  this  information,  as  the 
literature  she  was  reading  said  "it" 
did  everything.  Since  she  couldn't 
answer  my  questions,  I  asked  to 
speak  with  someone  who  could  pro- 
vide answers.  She  said  I  could  call 
Customer  Service  (not  toll-free),  as 
they  would  definitely  have  the  an- 
swers. 

On  May  23,  1990,  I  again  tele- 
phoned the  toll-free  number,  and  an- 
other person  said,  almost  verbatim, 
the  same  thing.  She  said  she  knew 
nothing  about  the  merchandise  ex- 
cept what  she  had  to  read.  I  then 
telephoned  the  AFB  Customer  Ser- 
vice number  for  assistance;  however, 
none  was  forthcoming.  The  person  I 
talked  to  there,  like  the  others, 
couldn't  answer  my  questions.  After 
checking  with  someone  several 
times,    she    finally    said    that    she 


thought  the  meter  was  a  little  larger 
than  a  walkman.  She  said  that  the 
meter  speaks  "everything."  I  asked 
here  what  she  meant  by 
"everything",  and  she  didn't  know. 
She  said  she  was  only  reading  the 
material  provided  her.  A  second  per- 
son spoke  to  me,  but  could  not  an- 
swer my  questions.  She  told  me  that 
Lifescan  made  the  entire  unit.  I  re- 
plied that  Lifescan  made  the  One 
Touch  meter,  but  they  didn't  manu- 
facture the  Touch  and  Talk.  Realizing 
she  didn't  know,  she  put  me  on  hold, 
returned  and  said  I  would  have  to  call 
the  AFB  technical  department  (not 
toll-free),  and  they  could  answer  my 
questions. 

I  fail  to  understand  why  the  AFB 
Hotline  Personnel  were  not  trained  to 
provide  me  with  the  Technical  Ser- 
vice number.  I  was  told  that  Cus- 
tomer Service  could  answer  my 
questions;  unfortunately,  they  could 
not.  Additionally,  at  least  one  person 
In  Customer  Service  apparently 
didn't  know  that  I  should  telephone 
the  Technical  Service  number. 

On  July  13,  1990,  I  again  tele- 
phoned the  hotline  number.  The  per- 
son I  spoke  with  said,  like  the  others, 
she  knew  nothing  about  using  one  of 
these  machines  and  that  she  just 
read  what  was  in  front  of  her.  She 
then  asked  me  why  I  wanted  to  know 
details  about  this  instrument  because 
they  had  sold  several,  and  she  didn't 
think  that  other  customers  had  asked 
questions.  What  an  astonishing  thing 
to  tell  a  potential  customer!  Among 
the  privileges  of  living  in  a  consumer 
oriented  society  is  being  able  to 
make  reasonable  inquiries  and  to  re- 
ceive reasonable  answers. 

All  other  vendors  selling  glucose 
systems  with  voice  output  had  well- 
trained  personnel  to  receive  incom- 
ing calls.  The  majority  of  the  AFB  staff 
I  conversed  with  were  not  trained  and 
even  admitted  that  they  knew  nothing 
about  the  Touch  and  Talk  except 
what  was  given  to  them  to  read. 

On  July  16,  1990,  I  telephoned  the 
Technical  Service  number.  The  per- 
son there  said  that  the  Touch  and 
Talk  used  one  9V  alkaline  battery 
(not  rechargeable),  and  is  connected 
to  the  One  Touch  meter  by  a  short 
patch  cord.  I  was  told  this  system  has 
two  small  box-like  units;  no  tote  bag 
is  offered. 

Cassette  instructions  for  the  Touch 
and  Talk  and  One  Touch  Meter  were 
not  offered,  but  large  print  instruc- 
tions were.  I  requested  a  copy  of  the 
instructions  and  received  them  a  few 
days  later.  These  gave  absolutely  no 
information  on  how  to  use  the  sys- 
tem; the  copy  I  received  was  nothing 
more  than  a  press  release  for  the 
Touch  and  Talk.  It  would  be  unlikely 
that  any  consumer,  without  previous 
experience,  could  operate  the  sys- 
tem by  using  the  large  print  copy 
from  the  AFB. 

On  Tuesday,  July  23,  I  again 
phoned  the  AFB  Technical  Service 
number  to  see  if  what  I  had  received 
were  supposed  to  be  instructions  or 
if  there  had  been  an  error.  The  per- 
son I  conversed  with  said  that  she 


thought  there  were  large  print  in- 
structions and  she  would  mail  them 
to  me. 

A  few  days  later,  I  received  the 
large  print  instructions.  Unfortunately, 
they  explained  the  Touch  and  Talk 
controls,  but  did  not  explain  how  to 
use  the  One  Touch  Meter  with  the 
voice  box.  It  would  be  difficult  for  any 
person,  without  previous  experience, 
to  use  this  system.  On  July  30,  1990, 
I  telephoned  the  AFB  Technical  Ser- 
vice Dept.,  and  asked  how  I,  as  a 
blind  person,  could  obtain  a  glucose 
reading  using  their  instructions.  A 
man  said  that  the  instructions  weren't 
intended  to  show  blind,  or  visually 
impaired  people  how  to  test  blood 
glucose  readings.  He  said  that  the 
Lifescan  instruction  manual  is  in- 
cluded with  orders  (all  companies 
selling  meters  include  instruction 
manuals),  but  that  he  wouldn't  dare 
tell  someone  how  to  use  the  unit  I 
replied  that  if  instructions  were  given 
as  to  when  to  prick  my  finger,  also 
when,  where,  and  in  what  position  to 
insert  the  reagent  strip  into  the  meter, 
and  other  pertinent  details,  I,  like 
many  other  blind  diabetics,  would 
have  no  trouble  using  the  system.  I 
also  said  that  using  any  glucose 
monitoring  system  without  previous 
experience  would  take  practice.  He 
replied  that  they  (the  AFB)  would 
never  explain  how  to  use  the  system, 
as  they  strongly  recommended  that 
all  Touch  and  Talk  users  seek  train- 
ing from  their  health  care  profession- 
al. My  response  was  that,  if  needed, 
there  is  nothing  wrong  with  going  to 
your  health  care  team,  but  it  usually 
costs  about  $30.00,  and  many  peo- 
ple do  not  need  assistance  from  a 
health  professional  in  order  to  obtain 
good  glucose  readings. 

After  conversing  with  the  AFB 
technical  person,  I  telephoned  my  lo- 
cal diabetes  treatment  center,  which 
treats  approximately  3,000  diabetics. 
The  person  I  talked  to  said  that,  if  the 
patient  was  a  newly  diagnosed  dia- 
betic, he  would  recommend  that  they 
visit  their  health  care  team  to  learn 
how  to  use  a  glucose  monitoring  sys- 
tem. He  said  that  this  was  primarily  to 
make  certain  that  persons  with  diabe- 
tes were  keeping  in  touch  with  their 
physician  so  that  the  diabetes  could 
be  monitored.  I  was  then  told  that  as 
long  as  they  were  under  a  physi- 
cian's care,  and  felt  comfortable  with 
using  their  system,  there  was  no  rea- 
son that  they  should  make  an  ap- 
pointment with  their  health  care 
team.  Some  physicians  suggest  that 
each  patient  visit  their  office  to  learn 
the  use  of  whatever  glucose  systems 
they  have;  other  physicians  do  not. 
Most  diabetics  who  have  lost  signifi- 
cant vision  due  to  diabetic  retinopa- 
thy have  had  the  disease  at  least  15 
years.  As  previously  stated,  individu- 
als should  not  feel  embarrassed 
about  asking  their  health  care  team 
or  a  friend  for  assistance. 

Both  the  AFB  and  Science  Prod- 
ucts (2)  produce  voice  boxes  that 
give  audio  output  for  the  One  Touch 
Meter.  Science  Products  offers  a  cas- 
sette (the  AFB  does  not)  with  easy- 
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lo-understand  instructions  on  using 
the  system.  The  AFB  offers  only  large 
print  instructions  which  explain  the 
controls  of  the  Touch  Talk. 

The  Digi-Voice  voice  box,  manu- 
factured by  Science  Products,  uses  a 
Nicad  battery  which  is  rechargeable, 
and  can  be  used  repeatedly.  The 
Touch  and  Talk,  sold  by  the  AFB, 
uses  a  non-rechargeable  battery, 
which  must  be  replaced  (the  battery 
is  not  included  with  orders). 


Continental  Pharmacy,  Inc.  (5)  is  a 
dealer  (vendor)  which  sells  the  Lifes- 
can  One  Touch  Meter  with  Digi- 
Voice  for  $439.00  plus  $5.00  han- 
dling. They  also  offer  other  incen- 
tives. AFB  sells  the  One  Touch  Meter 
with  Touch  and  Talk  for  $459.00  plus 
$8.50  shipping  and  handling. 

In  summary:  Blind  diabetics  have 
the  desire  and  ability  to  test  their  own 
blood  glucose  levels,  thus  keeping 


their  diabetes  under  better  control. 
As  I  stated  earlier  in  this  column,  I 
feel  that  the  Diascan  SVM  Glucose 
Monitoring  System  with  Voice  Output 
is  the  best  on  today's  market;  howev- 
er, what  is  comfortable  for  one  per- 
son may  not  be  for  the  next. 

I  have  reported  on  all  talking  glu- 
cose systems  sold  in  the  United 
States.  The  strengths  and  weak- 
nesses of  different  systems  have 
been  provided,  plus  reports  on  the 


sen/ice  I  received  as  a  potential  cus- 
tomer from  the  different  companies. 
This  is  important  because,  as  con- 
sumers, we  deserve  and  should  ex- 
pect to  be  treated  in  a  professional 
manner. 

The  Diabetics  Division  of  the  Na- 
tional Federation  of  the  Blind  is  here 
to  serve  diabetics,  especially  blind  di- 
abetics. Please  feel  free  to  come  to 
us  with  questions  or  comments. 


What  you  always  wanted  to  know  but 
didn't  know  where  to  ask 

(Resource  list) 


(inclusion  of  materials  in  this  publica- 
tion is  for  information  only  and  does 
not  imply  endorsement  by  the  Dia- 
betics Division  of  the  NFS.) 

Equipment 

Glucose  systems  with  voice:  A 

comprehensive  evaluation  has  been 
made  on  all  talking  glucose  systems 
sold  in  the  United  States.  Please  see 
the  article,  in  this  issue  of  the  Voice 
of  the  Diabetic,  entitled:  "An  evalua- 
tion of  blood  glucose  monitors  with 
voice  output",  by  Ed  Bryant. 

Accu-Drop  Blood  Sample  De- 
vice: Blind  diabetics  and/or  those 
with  shaky  hands  may  like  this  de- 
vice. This  instrument  has  a  finger 
guide  which  may  help  diabetics,  after 
puncturing  a  finger,  in  getting  a  drop 
of  blood  onto  the  center  of  the  test 
strip  pad. 

The  Accu-Drop  was  designed  for 
bG  chemstrips;  however,  Diascan 
strips  may  also  be  used.  We  don't 
know  if  other  reagent  strips  will  work 
with  this  device. 

The  suggested  retail  price  is 
$12.00  to  $15.00.  Contact:  Boe- 
hringer  Mannheim  Diagnostics,  Inc., 
9115  Hague  Road,  Indianapolis,  IN 
46250;  phone  toll  free:  1-800-585- 
8072. 

Aicom  Accent  Text-To-Speech 
Synthesizer:  Converts  text  on  your 
computer  screen  to  speech,  with  vo- 
cabulary of  over  20,000  words.  Five 
models:  full-length  ($745)  or  half- 
length  ($395)  plug-in  cards  for 
IBM-PC  compatibles;  cards  for 
Toshiba  laptop  models  T1200,  T1600 
($625)  or  T1000SE;  stand  alone  unit 
with  RS-232C  link  to  any  computer 
($940);  MC  cards  for  microchannel 
PS-2  ($895).  Supported  by  all  major 
screen  reader  programs.  Contact 
Aicom  Corporation,  2375  Zanker 
Road,  Suite  205,  San  Jose,  CA 
95131;  telephone:  (408)  922-0855. 

Novolin  Pen:  This  device  looks 
like  a  fountain  pen  and  can  be  car- 
ried in  either  shirt  pocket  or  purse. 
When  drawing  insulin,  an  audible 
click  will  be  heard  for  each  two  units 
drawn. 

A  multidose  PenFill  cartridge  slips 
into  the  pen  for  several  days'  dosage 


of  insulin.  Three  different  cartridges 
of  human  insulin  are  available:  the 
Novolin  R  PenFill  contains  regular 
human  insulin  injections  (semi-syn- 
thetic); the  Novolin  N  PenFill  contains 
NPH  human  insulin  isophane  sus- 
pension injections  (semi-synthetic); 
and  the  Novolin  70/30  PenFill  con- 
tains a  mixture  of  70%  NPH  human 
insulin  isophane  suspension  and 
30%  regular  human  insulin  injections 
(semi-synthetic).  All  PenFill  cartridges 
are  sold  in  lots  of  five.  The  suggested 
retail  price  is  $13.  The  suggested  re- 
tail price  for  the  Novolin  Pen  is 
$39.95.  For  information  contact: 
Novo-Nordisk  Pharmaceuticals;  tele- 
phone toll-free:  1-800-727-6500. 

Xerox/Kurzwell  Personal  Read- 
er: This  instrument  reads  single 
sheets  or  bound  documents  by  turn- 
ing the  printed  word  into  DECtalk 
synthetic  speech.  Includes  a  portable 
optical  scanner  that  interfaces  with 
other  computer  hardware,  plus  it  is 
"compatible  with. ..Braille  conversion 
software  packages."  Contact:  Xerox/ 
Kurzweil  Personal  Reader  Depart- 
ment, 185  Albany  Street,  Cambridge, 
MA  02139;  telephone  toll-free:  1- 
800-343-0311,  or  in  Massachusetts; 
(617)864-4186. 

Continental  Pharmacy 

Continental  Pharmacy  has  over 
27,000  products,  including  a  wide 
range  of  pharmaceutical  items.  Large 
print  or  Braille  labels  are  available  at 
no  charge.  Advanced  payments 
aren't  required;  this  pharmacy  "will 
prepare  and  file  Medicare  and  private 
insurance  claim  forms  and  will  wait 
for  insurance  payment."  No  charge 
for  home  deliveries. 

SPECIAL  OFFER  FOR  VOICE  OF 
THE  DIABETIC  READERS.  Continen- 
tal Pharmacy  offers  the  following  spe- 
cials on  glucose  monitoring  systems 
with  and  without  voice  output. 

Diascan  S  Glucose  Monitor:  Has 
large  LCD  readout;  limit  one  meter 
per  person;  minimum  of  2  vials  of  Di- 
ascan strips  must  be  purchased. 
Normal  retail  cost  is  $154.00.  Your 
cost  is  $0.00. 

Diascan    SVM    Glucose    Monitor 


with  Voice  Output:  Blood  may  be 
smeared  onto  the  test  strip  pad  and 
accurate  glucose  readings  can  still 
be  obtained.  Liniit  one  meter  per  per- 
son; minimum  of  2  vials  of  Diascan 
strips  must  be  purchased.  An  instruc- 
tional cassette  and  over-the-shoulder 
tote  bag  is  included  with  all  orders. 
Normal  retail  cost  with  manufactur- 
er's rebate  is  $510.  Continental  Phar- 
macy sells  this  glucose  meter  with 
voice  output  (includes  a  $125  manu- 
facturer's rebate)  for  $360  plus  $5.00 
handling.  These  prices  are,  by  far, 
the  lowest  in  the  United  States. 

Our  editor,  Ed  Bryant,  uses  the  Di- 
ascan SVM  system  daily,  and  says 
that  "It  is  extremely  easy  to  use,  and 
the  speech  is  easy  to  understand." 
The  manufacturer  advertises  these 
Diascan  systems  as  the  "most  accu- 
rate on  the  market." 

Ufescan  One  Touch  Glucose  Mon- 
itor wit/i  Voice  Output:  UmW.  one 
meter  per  person;  minimum  of  2  vials 
of  test  strips  must  be  purchased.  An 
instructional  cassette  is  included  with 
all  orders.  Cost:  $439.00  plus  $5.00 
handling.  Like  the  Diascan  S  and 
SVM  with  voice,  the  cost  of  the  Ufes- 
can One  Touch  System  with  Voice  is 
the  lowest  in  the  United  States. 

To  order  the  above  glucose  sys- 
tems, contact:  Continental  Pharmacy, 
Inc.,  3355  Richmond  Rd.,  Beach- 
wood,  OH  44122;  telephone  toll-free: 
1-800-677-4323. 

New  Resource  List 

The  Diabetics  Division  of  the  NFB 
has  an  updated  resource  list  of  aids 
and  appliances  for  blind  diabetics 
and  those  losing  vision.  This  list  is 
comprehensive  and  is  arranged  un- 
der five  general  headings:  General 
and  Miscellaneous,  Automatic  Insulin 
Injection  Systems,  Blood  Glucose 
Monitoring  Systems,  Large  Distribu- 
tors of  Diabetes  Equipment/Supplies, 
and  Insulin  Pumps. 

Sometimes  blind  diabetics  and 
their  sighted  friends  do  not  realize 
that  they  can  continue  being  inde- 
pendent by  accurately  drawing  up  in- 
sulin and  testing  blood  glucose  lev- 
els. Limitations  are  usually  self-im- 
posed and  often  all  that  is  needed  to 
overcome  negative  thinking  is  simply 
knowing  where  to  go  for  information. 

The  new  resource  list  costs  $1 .00 
per  copy  and  is  available  in  Braille, 
print,  and  cassette.  Make  donations 
payable  to  National  Federation  of  the 
Blind  and  order  from:  Annie  Weems, 


Aids  and  Appliances  ChainA/oman, 
P.O.  Box  47765,  Oak  Park,  Ml 
48237-5465;  phone:  (31 3)  592-1567. 

Literature 

Diabetes  and  the  Two  of  You:  A 

Guide  to  Managing  Gestational  Dia- 
betes. This  is  a  "21 -page  booklet 
outlining  self-care  for  women  with 
gestational  diabetes.  The  content  is 
presented  in  an  easy-to-read  style, 
and  line  drawings  illustrate  concepts 
presented. 

The  booklet  was  produced  by  staff 
at  tfie  Patient  Education  Center  at  the 
Medical  College  of  Virginia  Hospi- 
tals." This  booklet  was  listed  in  Vol- 
ume 11,  Number  1,  Spring  1990,  Dia- 
betes Dateline.  Cost:  $1 .75  plus  post- 
age and  handling.  Order  from:  Pa- 
tient Education  Center,  MCV  Station, 
Box  7,  Richmond,  VA  23298-0001; 
telephone:  (804)  786-2139. 

The  Eclectic  Renal  Gourmet:  by 
Council  on  Renal  Nutrition  of  New 
England,  (Spiral  bound,  8'/2  x  11", 
129  pages).  This  book  was  listed  in 
the  March,  1989  issue  of  Common 
Concerns,  which  provides  informa- 
tion for  kidney  patients  and  their  fam- 
ilies. Cost:  $10.00.  Order  from  NKFof 
Massachusetts,  344  Harvard  St., 
Brookline,  MA  02146. 

The  following  two  books  are  pub- 
lished by  Diabetes  Center,  Inc.  (DCI). 

Diabetes:  A  Guide  to  Living  Well: 

by  Gary  Arsham,  M.D.,  and  Ernest 
Lowe.  A  DCI  press  release  says,  in 
part,  "The  reader  can  choose  be- 
tween three  regimens  of  care:  inten- 
sive, moderate,  loose.  The  goal  is  to 
match  the  motivation  and  abilities  of 
each  person  with  a  specific  level  of 
diabetes  care  and  then  to  modify  or 
improve  the  program  as  necessary. 
Includes  a  special  chapter  for  women 
written  by  Cathy  Feste,  author  of  7776 
Physician  Within."  Cost:  $10.95.  Or- 
der from:  Diabetes  Center,  Inc.,  P.O. 
Box  #739-811,  Wayzata,  MN  55391; 
phone:  1-800-848-2793. 

Diabetes:  Actively  Staying 
Healthy:  by  Marion  Franz,  M.S.,  R.D., 
C.D.E.,  and  Jane  Norstrom.  M.A.  This 
book  explains  how  to  develop  an  ex- 
ercise program  which  is  good  for  ev- 
eryone, but  especially  diabetics.  Cost 
$6.95.  Order  from:  Diabetes  Center, 
Inc.,  P.O.  Box  #739-811,  Wayzata, 
MN  55391;  phone:  1-800-848-2793. 
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New  column 

(The  following  Is  part  of  a  letter  to 
your  Voice  editor,  received  from  Dr. 
Doug  Denning  on  July  3.  1990:  "I  am 
an  ophthialmologist  in  the  Indepen- 
dence, Missouri  area.  I  have  an  inter- 
est in  diabetic  retinopathy  since  I  am 
a  diabetic  myself  with  a  fellowship  in 
vitreoretinal  surgery  including  work 
with  diabetic  retiflopathy."  The  doctor 
went  on  to  say  that  he  would  be 
happy  to  answer  questions  for  pa- 
tients about  diabetic  retinopathy  and 
their  eyes. 

Dr.  Dehning  has  made  a  gracious 
offer,  which  is  appreciated.  If  you 
have  questions  regarding  any  aspect 
of  diabetic  retinopathy  please  send 
them  to:  Ed  Bryant,  Editor,  Voice  of 
tlie  Diabetic,  811  Cherry  St.,  Suite 
306,  Columbia,  MO  65201;  phone: 
(314)875-8911. 

The  names  of  people  submitting 
questions  will  not  be  printed  with 
them  when  they  appear  In  the  Voice. 

Tape  Players 

When  people  become  blind  they 
usually  need  to  use  alternative  tech- 
niques to  keep  up  with  printed  litera- 
ture. These  people  can  receive  a  free 
cassette  tape  player,  from  the  Library 
Congress,  which  runs  at  standard 
7/8  ips)  or  half  speed  (15/16  ips). 


Library  of  Congress  tapes,  as  well  as 
the  cassette  version  of  the  Voice  of 
ttie  Diabetic,  run  at  half  speed,  so  a 
special  player  like  this  is  needed. 

Tape  players  may  be  ordered  from 
your  regional  Library  for  the  Blind 
and  Physically  Handicapped;  or 
phone  the  Library  of  Congress,  toll- 
free,  at  1-800-424-8567.  These  tape 
players  are  mailed  as  Free  Matter  for 
the  Blind. 

Important 

To:  Members  of  the  NFB  Diabetics 


Division 

From:  Ed  Bryant,  Vice  President, 
NFB  Diabetics  Division,  811  Cherry 
St.,  Suite  306,  Columbia,  MO  65201; 
phone:  (314)875-8911. 

The  Voice  of  tlie  Diabetic  is  ex- 
tremely popular.  Almost  daily,  diabet- 
ics and  interested  persons  join  our 
dynamic  division.  Membership  in  the 
NFB  Diabetics  Division  costs  five  dol- 
lars per  year  and  includes  a  free  sub- 
scription to  the  Voice  of  tfie  Diabet- 
ic. However,  production  cost  per  an- 
nual subscription  of  the  Voice  is 
about  $15.00;  obviously  we  must 
generate  funds  to  help  defray  costs. 

We  rely  primarily  on  donations,  ad- 
vertisers, and  the  five-dollar  annual 
membership  dues.  Many  of  our 
members  pay  their  yearly  dues  faith- 
fully; however,  there  are  several  who 
do  not.  I  understand  that  they  may 
have  inadvertently  forgotten  to  renew 


ADVERTISERS 

Effective  advertising  doesn't  scream  at  its  audience.  It  per- 
suades. It  sells.  Ttie  key  to  cost-effective  advertising  is  mak- 
ing your  voice  heard  where  an  audience  is  already  listening. 
Voice  of  the  Diabetic  o^ers  such  an  outlet.  Make  your  voice 
heard.  For  advertising  information  contact: 
Voice  of  the  Diabetic 
Ed  Bryant,  Editor 
81 1  Cherry  Street,  Suite  SOB.^tmtiiBmismm^ 
Columbia,  MO  65201 
(314)875-8911 


Subscription/Donation/Membership  Form 

Voice  of  the  Diabetic  is  a  quarterly  magazine  for  anyone  interested  in  diabetes,  especially  diabetics  who  are 
blind  or  losing  vision.  The  $5.00  annual  membership  fee  of  the  Diabetics  Division  of  the  National  Federation  of  the 
Blind  (NFB)  entitles  you  to  a  free  subscription  to  Voice  of  the  Diabetic.  However,  production  cost  per  annual  sub- 
scription of  the  Voice  is  about  $15.00,  and  for  this  reason  we  must  charge  all  non-members,  health  professionals 
and  institutions  $15.00  for  an  annual  subscription.  Of  course,  all  donations  are  accepted  and  very  much  appreciat- 
ed. 

You  may  receive  the  Voice  as  a  member  or  non-member.  Please  cliecl<  one: 

n  I  would  like  to  become  a  member  of  the  Diabetics  Division  of  the  NFB  and  receive  a  free  subscription  to  Voice 
of  the  Diabetic:  ($5.00/year) 

n  1  would  like  to  subscribe  to  Voice  oftlie  Diabetic  as  a  non-member,  health  professional,  or  institution. 

($15.00/one  year;  $28.00/two  years;  $40.00/three  years) 

The  Voice  is  available  in  print  or  on  half-speed  (15/16  ips)  cassette  tape;  cassettes  are  provided  at  no  extra  cost. 
Piease  checl<  one  box.  I  would  like  to  receive  Voice  of  the  Diabetic: 


D  in  print  D  on  cassette  tape 

Optionaiiy,  checl<  this  box: 

D  I  would  like  to  make  (or  add)  a  tax-deductible  contribution  of  $_ 

Please  print  clearly 

Name    

Address   . 

City State 


D  both  in  print  and  on  cassette  tape 
.  to  the  Diabetics  Division  of  the  NFB. 


-Zip- 


Telephone  Number  ( . 


Send  this  form  or  a  facsimile  along  with  your  check  to  our  editor: 

Ed  Bryant,  811  Cherry  St.,  Suite  306,  Columbia,  MO  65201 

Please  make  all  checks  payable  to  the  NATIONAL  FEDERATION  OF  THE  BLIND. 
L Jl 


their  memberships,  may  be  short  of 
funds,  or  for  some  reason  they  think 
our  magazine  is  free  and  they  don't 
have  to  pay.  A  few  individuals  have 
told  me  that  they  thought  upon  join- 
ing the  division  and  paying  the  initial 
membership  fee  that  they  would  re- 
main on  the  Voice  of  the  Diabetic 
mailing  list  forever  at  no  cost. 

To  reiterate,  our  magazine  costs 
money  to  publish,  and  we  count  on 
members  paying  their  five-dollar 
yearly  dues.  We  also  send  member- 
ship renewal-fee  reminders  when 
they  are  due. 

If  anyone  can't  afford  to  pay, 
please  let  me  know  and  he/she  will 
not  be  charged.  If  you  are  delinquent 
in  paying  your  annual  dues,  then  get 
on  the  ball  and  get  it  done.  Once 
your  membership  dues  are  paid  you 
are  in  good  standing  for  another 
year.  If  preferred  you  can  pay  for  up 
to  five  years  in  advance. 

Our  entire  NFB  Diabetics  Division 
thanks  you  in  advance  for  your  atten- 
tion to  the  above  information. 

Best  regards, 
Ed  Bryant 

In  IVIemory  of 

by  Ed  Bryant 

On  Tuesday,  July  17,  1990  Annie 
Parker  died  from  complications  of  a 
liver  disorder.  Annie  was  the  wife  of 
Bill  Parker,  our  NFB  Diabetics  Divi- 
sion Treasurer. 

Bill  asked  me  to  print  something 
about  Annie's  death  so  that  Voice 
readers  could  make  donations,  in  her 
memory,  to  our  NFB  Diabetics  Divi- 
sion. 

Annie  did  not  die  from  diabetes, 
but  she  strongly  supported  our  divi- 
sion. She  was  always  ready  to  reach 
out  and  do  whatever  was  needed  to 
help  others. 

Annie  was  a  Christian  lady  and  the 
following  is,  I  think,  appropriate: 
"Death  is  not  extinguishing  the  light. 
It  is  only  putting  out  the  lamp  be- 
cause dawn  has  come." 

Annie  Parker  will  always  be  with  us 
in  spirit.. .she  won't  be  forgotten. 
Please  make  contributions,  in  mem- 
ory of  Annie,  payable  to  National 
Federation  of  the  Blind,  and  send 
them  to:  Bill  Parker,  857  Ingleside 
Rd.,  Norfolk,  VA  23502. 

Spread  the  Word 

If  you  know  someone  who  may  be 
interested  in  reviewing  the  Voice  of 
the  Diabetic,  ask  and  we  will  send 
him  or  her  a  complimentary  print 
and/or  cassette  copy  (tapes  recorded 
at  15/16  inches  per  second).  Contact 
Voice  of  the  Diabetic,  81 1  Cherry 
Street,  Suite  306,  Columbia,  MO 
65201 ;  telephone:  (314)  875-8911. 

Q.  Why  can't  someone's  hand  be 
12  inches  long? 
A.  Because  then  it  would  be  a  foot. 

Knock,  knock.  Who's  there?  Or- 
ange. Orange  who?  Orange  you  glad 
this  is  another  stupid  knock,  knock 
joke!  I 


